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Sebileau, P.: Autoplastic Closure of a Large Inter- 
maxillary-Hyoid Defect by Means of a Double 
Flap with Two Pedicles (Fermeture par auto- 
plastie 4 double lambeau bipédiculé d’une large 
bréche de la region inter-maxillo-hyoidienne). 
Bull. et mém. Soc. nat. de chir., 1924, 1, 562. 

In the case reported the entire lower jaw had been 
destroyed by necrosis and there was an enormous 
defect extending from one manibular angle to the 
other. The defect was closed by means of two super- 
imposed flaps, each having two pedicles. A cervical 
flap with a pedicle under each ear was turned with 
its skin surface toward the buccal cavity, its edges 
being sutured to the mucosa of the defect. A scalp 
flap with bilateral temporal pedicles was then 
passed over the forehead, nose, mouth, and chin, 
applied over the first flap with its skin surface out- 
ward, and sutured to the skin of the breech. 

This technique was first used by Dufourmental. 
The grafts have taken well and the defect has been 
filled except for a small area where necrosis resulted 
from erysipelas. Sebileau is correcting the remaining 
defect by further autoplastic procedures. 

W. A. BRENNAN. 


EYE 


Harrison, W. J.: The Intranasal Operation for 
Disease of the Lachrymal Apparatus. Brit. 
M.J., 1924, i, 1047. 

Harrison has done the West operation in sixteen 
cases, and in four performed it on both sides. He 
has traced the results in fifteen cases. Twelve of 
the patients say they are completely cured, one 
States that he has had no abscesses, and another 
Teports slight epiphora and a second operation. 

The article is concluded with the following 
Statement: “This operation offers considerable 
advantages over excision of the sac, but the question 
Whether it is safe subsequently to perform an oper- 
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ation for cataract or one involving the opening of 
the eye is open to doubt, as some infection of the sac 
persists after the operation in some cases.” 

Tuomas D. ALLEN, M.D. 


Rochat, G. F., and Steyn, J. S.: The Influence of 
Calcium Chloride on the Production of Ocular 
Fluid and on Ocular Pressure. Brit. J. Ophih., 
1924, viii, 257. 

By means of a Leber filtration manometer, Rochat 
and Steyn measured the liquid current taking place 
when the eye is connected with a manometer in 
which there is a slight underpressure. They then 
ascertained whether the current changed under the 
influence of calcium chloride. The amount of liquid 
that was displaced per minute from the eyes of 
rabbits under narcosis was carefully noted for ten 
minutes with the pressure in the manometer from 
5 to 1o mm. Hg. below the intra-ocular pressure 
at the beginning of the experiment. If it remained 
constant for the ten-minute interval, as did the 
blood pressure, 6 c.cm. of a 5 per cent solution 
of anhydrous calcium chloride were injected into the 
iliac vein, the displacement of the air bubble and 
the oscillations of the blood pressure being then 
noted carefully and continuously. 

It was found that during an average of twenty 
minutes after the injection of calcium chloride the 
production of ocular fluid was considerably increased, 
and that this period of increased production was 
followed by a distinct decrease of much longer 
duration. The decrease could be noted during one 
and one-half to two hours, beyond which time it 
was not found practical to continue the experiment. 
The initial increase and subsequent decrease took 
place independently of the blood pressure. 

Further investigations were made with Rochat’s 
sensitive registration manometer to determine 
whether, after the injection of calcium, there would 
be any change of pressure in the intact eye. The 
results corresponded to those of the previous ex- 
periments. 
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Still other experiments were made to determine 
the influence of the injection of calcium on the 
secretion of fluorescin in the anterior chamber. 
It was found that the calcium accelerated the 
appearance of the green color in the intra-ocular 
fluid. 

These experiments show that it is possible to 
inhibit the production of fluid in the eye by the 
administration of calcium chloride. In clinical cases 
calcium chloride can be given only by mouth as 
subcutaneous injections cause extensive necrosis of 
the skin and intravenous injections of any con- 
siderable quantity are dangerous on account of 
their action on the heart. 

Rochat and Steyn mention the importance of 
distinguishing between two clearly different actions 
of calcium chloride on the production of ocular 
fluid, the one inhibiting and the other promoting 
its production. 

The inhibition of ocular fluid is readily explained 
by the fact that calcium renders the walls of the 
blood vessels less permeable and contracts the small 
blood vessels. 

The promotion of fluid formation may be ex- 
plained by the effect of calcium on the nervous 
system of the eye, which may be either a paral- 
ysis of the constrictors or a stimulation of the 
dilators causing increased ocular circulation. 

AuBREY H. Pemper, M.D. 


Woods, A. C.: The Application of Immunology to 
Ophthalmology. Arch. Ophth., 1924, liii, 321. 


Woods discusses in a general way his ideas con- 
cerning the various diseases of the eye which may 
be explained on the basis of anaphylaxis or allergy. 
He takes up four structures of the eye, the conjunc- 
tiva, the cornea, the lens, and the uvea. 

Inflammations of the conjunctiva which seem to 
belong to this category are: (1) those occurring in 
hay fever, (2) those associated with pollen hyper- 
sensitivity, (3) those due to food anaphylaxis, and 
(4) phlyctenular disease. Woods quotes various 
investigators who have done considerable work on 
each of these subjects and gives his own theory of 
the anaphylactic relation between tuberculosis and 
phlyctenular disease. 5 

With regard to the cornea, he is inclined to agree 
with those who claim that interstitial keratitis, of 
luetic or other origin, is frequently allergic. 

A considerable amount of work has been done on 
the lens by Eurepean and American investigators, 
but many of the reports are inconclusive and the 
serological explanation of the results is often very 
complicated. 

In Wood’s opinion uveal tract diseases—such, for 
example, as sympathetic ophthalmia and “‘rheu- 
matic” uveitis—may often be explained on the basis 
of anaphylaxis. 

The methods of arriving at a diagnosis with the 
use of poilen, tuberculin, lens protein, and uveal 
pigment are described in detail. 

Tuomas D. M.D. 


Sutherland, J. M.: Retrobulbar and Intra-Ocular 
Neuritis Due to Hyperplastic Changes in the 
Ethmo-Sphenoid Sinuses. J. Michigan State M. 
Soc., 1924, xxiii, 279. 

Sutherland calls attenton to the relation of the 
posterior ethmoid cells and sphenoid sinus to the 
optic nerve, the intimate relationship of the blood 
vessels supplying the sinuses and the orbit, the 
blood supply of the optic nerve, and the size of the 
optic foramen and canal. Etiological factors of 
retrobulbar and intra-ocular neuritis are infection 
through the blood and lymph streams, direct exten- 
sion of inflammation or infection, and pressure upon 
the intracanalicular portion of the optic nerve from 
thickening of the bone due to periosteitis, osteitis, 
or oedema of the soft tissues. 

The author has proved to his own satisfaction 
that any chronic irritation of the posterior ethmoid 
cell or sphenoid sinus, with or without suppura- 
tion and bony changes, is sufficient to cause involve- 
ment of the optic nerve. He advocates for all cases 
of optic neuritis, and especially unilateral cases, 
opening and drainage of the ethmo-sphenoidal sinuses 
even though the rhinoscopic examination may be 
negative. Ausrey H. Pemser, M.D. 


Withers, S.: The Value of Radiation Therapy in 
Ophthalmology. Am. J. Ophth., 1924, 3 s. vii, 
514. 

Withers states that one of the permanent contri- 
butions of radiation therapy is the demonstration 
of certain biological properties of tissues; that some 
tissues are resistant to large doses of radiation while 
others are more or less susceptible. Five structural 
characters which determine susceptibility to radi- 
ation are: (1) undifferentiated forms of cells, (2) 
rapid growth with abundance of mitoses, (3) large 
hyperchromatic nuclei, (4) vascularity, especially 
that due to an abundance of thin-walled capil- 
laries, and (5) absence of stroma or intercellular 
substance. 

Tissues prove relatively unsusceptible when the 
cells are differentiated, of adult structure, and con- 
tain a small amount of chromatin in the nuclei; 
when they grow slowly and show few mitoses; when 
the blood supply is obtained from well-formed adult 
vessels; and when there is a large amount of inter- 
cellular material. 

With these criteria in mind it is possible to state 
on theoretical grounds whether or not certain 
pathological processes seen by the ophthalmologist 
are suitable for radium treatment. 

Conditions in which treatment by radiation is the 
method of choice are basal-cell carcinoma; epitheli- 
oma of the cornea; undifferentiated sarcomata; 
myeloid and lymphoid deposits, including chloroma 
and Hodgkin’s disease; angiomata; and vernal 
conjunctivitis. Epithelioma of the cornea is treated 
with relatively unfiltered radium in cauterizing 
doses at one sitting. The cornea is from ten to 
fifteen times as radioresistant as the epithelium of 
the lids. 
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Conditions in which the use of radium is of proved 
value but not necessarily the method of choice are 
adenoid cystic carcinomata arising in the skin and 
lachrymal tract; prickle-cell carcinoma; carcino- 
mata and orbital melanomata of differentiated cell 
structure, including fibrosarcoma and _ adenosar- 
comata, but not including chondromata or osteo- 
mata; actinomycosis; blastomycosis; lupus vul- 
garis; and lupus erythematosus. The treatment of 
relatively differentiated sarcomata with radium 
usually brings discredit to the method unless it is 
used in conjunction with surgical removal or de- 
struction. In actinomycosis and blastomycosis, ra- 
diation therapy should be employed as an adjunct 
to the usual medical treatment. In lupus vulgaris 
and lupus erythematosus radiation is the method of 
choice in all but the acute fulminating conditions. 

Conditions in which radium may be employed 
and more traumatizing procedures are contra- 
indicated are cataract; pterygium; nevus, papil- 
loma, zanthelasma; cicatrices and keloids; and tra- 
choma and its complications. In incipient cataracts 
the lenticular opacifications may diminish. If the 
cataract matures subsequent to radium treatment 
no technical difficulties are encountered in operat- 
ing. The author uses the technique for deep radium 
therapy; the application lasts two hours and 25 
mgm. of element are used. Pterygium is caused to 
disappear by cauterizing doses of radiation therapy. 

Conditions in which experimental applications 
of radium are justified because favorable results 
have been obtained from them in pathologically 
similar conditions elsewhere or because of definite 
evidence of radiosensitiveness of the particular cells 
involved are phlyctenular keratitis and conjunc- 
tivitis and keratoconus. In keratoconus cauterizing 
doses at the apex of the cone are suggested. The 
scars resulting from radium applications are less 
dense than those from escharotics or cauterizations. 

Pre-operative and postoperative applications of 
radium may be given in operable malignancy, and 
palliative applications in hopeless malignancy. 

Lyman A. Corps, M.D. 


Lister, Sir W.: Some Concussion Changes Met with 
in Military Practice. Brit.J.Ophth., 1924, viii, 305. 


Lister discusses ruptures of the sclera, concussion 
changes of the iris and ciliary body, the retina, and 
the optic nerve, evulsion of the optic nerve, and the 
efiects of foreign bodies striking the retina. The 
chief difference between the injuries of civil prac- 
tice and those of military practice is that the 
ed are usually produced by more slowly moving 
objects. 

In civil life the greater number of scleral ruptures 
are concentric with the cornea and about 3 mm. from 
the limbus. In military practice these as well as 
very different ruptures are seen. The cornea may 
be burst forward by a large foreign body passing 
through the back of the eye, or the entire sclera 
may be split into lobes by the entrance of a frag- 
ment from the front. When the sclera is not perfo- 
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rated the rupture does not start from the point of 
contact, but occurs at some distance from it, most 
commonly in the equatorial zone about the line of 
impact or immediately opposite the point of impact 
(the point of contrecoup) and these two sites of 
rupture are associated with two different kinds of 
blow. The ruptures caused by slowly moving objects 
occur in the equator at a point where the globe is 
least supported. In contrast to this, ruptures caused 
by rapidly moving objects occur at the side op- 
posite the point of impact. The latter are most fre- 
quently seen in military practice. 

Changes of the iris and ciliary body are commonly 
iridodialysis and peripheral dislocation of the iris or 
“‘apparent iridectomies.”” The latter are accounted 
for by retroflexion of the iris and its incarceration 
between the ciliary body and the lens, or by a rent 
in the ciliary body. 

Characteristic concussion changes are caused by 
rapidly moving missiles which pass through the orbit . 
without rupturing the sclera. In cases seen soon 
after the injury great blood-red clouds of hemor- 
rhage are found in the retina, interspersed with 
glistening white areas if the vitreous is not clouded 
by hemorrhage. After several weeks the glistening 
white areas have disappeared, are undergoing ab- 
sorption, or have been replaced by fibrous tissue 
placques in the substance of the retina or in the 
vitreous. These changes occur in three situations, 
viz., adjacent to the site of impact, in the macular 
region, and, in a few cases, opposite the site of 
impact. Hemorrhages in and about the retina are 
of every variety. The four main changes found in 
the retina are shrinking and disappearance of the 
nuclei of the granular layers, vacuolation of its sub: 
stance, splitting of the retina into layers, and fold- 
ing of the retina. 

Evulsion of the optic nerve follows blows on the 
front of the eye, penetrating wounds of the ball 
itself, and penetrating wounds of the orbit at the 
side or the back of the globe. The mechanism of 
evulsion varies with the nature of the injury; the 
nerve is either pushed or pulled out. 

The rupture takes place in front of the lamina 
cribrosa at the juncture of the nerve with the reti- 
na because here the nerve tissue consists almost 
entirely of naked axis cylinders whereas behind 
the lamina it has strong supporting fibrous lamella 
continuous with the lamina. 

When a foreign body strikes the retina it may re- 
main embedded in the retina, in which case it often 
causes puckering; it may perforate the coats of the 
eye and pass into the orbit; or it may rebound and 
come to rest far from its original track. At the site 
of the impact the retina is bruised or cut. Not only 
are the rods and cones injured, but nerve fibers 
passing to more peripheral parts of the retina are 
divided. This results in a “distribution defect” in 
the visual field which is fan-shaped from the point 
corresponding to the lesion extending toward the 
periphery or the median raphe. 

Lyman A. Copps, M.D. 
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Wilder, W. H.: A Melanotic Epibulbar Tumor 
Dispelled by the Use of Radium. Arch. Ophth., 
1924, lili, 355. 

Wilder reports a case in which a slowly growing 
tumor probably originating in a nevus was treated 
for a total of 1,132 mc.-hrs. by radium emanation 
over a period of two years. During the first part of 
the treatment the tumor appeared to show a definite 
recession, but after the treatment was stopped it 
began to grow again. Later, when the doses were 
increased in size and decreased in number, it again 
seemed to be arrested and somewhat dispelled, but 
four months after the last dose from the radium 
emanation tubes it again increased in size. In 
another institute the patient was then treated more 
directly with a radium placque nine times in six 
months. As a result, the growth was entirely dis- 
sipated and the pigment which had spread over 
into the fornices became so thin and scattered that 
at a distance of 5 ft. it could not be seen. Today, 
nearly two years after the last treatment, the 
patient is perfectly well. 

No section was made and no operation per- 
formed. 

De Schweinitz believed the growth was a pig- 
mented epithelioma, but Fuchs considered it a 
melanotic sarcoma. Tuomas D. ALLEN, M.D. 


Meding, C. B.: Some Conclusions as to Cataract 
Extraction. Cincinnati M. J., 1924, v, 177. 


Meding draws the following conclusions regarding 
cataract extraction: 

1. The method used has little relation to the 
end-results because of: (1) the wide range in the 
skill and fitness of operators, (2) the great variation 
in the physical, mental, and racial characteristics of 
patients, and (3) the relation of the method of 
operation to the experience of the operator. 

2. Unless the cause of a condition is known, it 
cannot be known whether relief will be given by any 
given method of treatment such as prolapse of the 
iris by iridectomy, intracapsular or extracapsular 
lens extraction, routine preparation to prevent in- 
fection, or routine postoperative management. 

The treatment must be adapted to the require- 
ments of the particular case. 

The author’s choice of operation is an intra- 
capsular extraction in which the ligament is rup- 
tured from within by means of his modified Kalt 
forceps with two small balls on their tips. These 
forceps are introduced closed in the same manner as 
the original forceps. The position of the balls can 
be determined from the bulge of the iris. With the 
forceps grasping the globe, definite pressure is 
made to bring the ligament forward and the forceps 
are then opened and closed to rub the zonula from 
about 4 to 8 o’clock. If the lens is dislocated, the 
operation is finished by the Smith method, but if 
the lens is not dislocated, the forceps are used again. 
Two advantages of this procedure are that it will 
do no harm if it fails and the iridectomy follows the 
dislocation. L. L. McCoy, M.D. 
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Wiener, M.: Posterior Sclerotomy with a Perma- 
nent Drain for Retinal Detachment. 47), 
Ophth., 1924, liii, 368. 

Wiener reports seven cases of detachment of the 
retina. In four, operation did not result in perma- 
nent benefit or it made the condition worse. In 
two, there was marked improvement in vision after 
operation, complete re-attachment taking place. 
In one case the time since the operation has been 
too short to warrant conclusions as to the outcome, 

The author makes a double trephination of the 
sclera in the area of detachment, 1 or 2 mm. apart, 
and introduces a small bit of horsehair through the 
openings. Tuomas D. ALLEN, M.D. 


EAR 


Mackenzie, G. W.: The Appearance and Behavior 
of the Normal Tympanic Membrane. Laryngo- 
scope, 1924, XXXiv, 497. 

The author states that the average textbook does 
not inform the student sufficiently concerning the 
anatomy of the normal tympanic membrane and 
that unless the otologist is familiar with the anatomy 
he is handicapped from the start. Ina review of the 
anatomy of the normal tympanic membrane he calls 
attention to observations of his own which differ 
from the accepted description commonly found in 
textbooks. Of the recent works on the anatomy of 
the tympanic membrane Mackenzie regards that of 
Schwalbe as the best. James C. Braswett, M.D. 


Watson-Williams, E.: Labyrinthitis. Bristol Med.- 
Chir. J., 1924, xli, 135. 

The author states that because of the danger of 
meningeal infection an operation on the labyrinth is 
indicated imperatively when acute panlabyrinthitis 
supervenes on a chronic otitis media or on a chronic 
circumscribed labyrinthitis. It is indicated also in 
cases of dead labyrinth. 

When labyrinthine symptoms occur in the course 
of acute otitis it is contra-indicated, and in no event 
should it be performed if the labyrinth is still 
functioning unless, when the condition is circum- 
scribed, a disabling vertigo renders the added risk 
justifiable. Orto M. Rott, M.D. 


Smith, D. T.: The Causes and Treatment of Otitis 
Media. I. Observations on 205 Cases Occurring 
in 613 Consecutive Hospital Admissions. Am. 
J. Dis. Child., 1924, xxviii, 1. 


Of 613 patients admitted to the hospital, 33.4 per 
cent had otitis media when they came in or devel- 
oped it while they were in the hospital. 

The race and sex of the patient seemed to have 
no relation to the incidence of the disease. 

A definite seasonal variation was noted. In 
February the incidence was 47.3 per cent, and in 
July, only 23 per cent. 

The most susceptible period was between the 
ages of 3 and 15 months. Of the children in this 
group more than 50 per cent had otitis media. 
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Fifty per cent or more of the patients with 
pneumonia, dysentery, nasal diphtheria, pertussis, 
and pyelitis developed otitis media. In those with 
prematurity, nephritis, and the non-infectious dis- 
eases the incidence of ear infections was less than 
21 per cent. 

Hemolytic streptococci were isolated from the 
aural discharge in 56 per cent of the fifty cases in 
which cultures were made. 

The average duration of the disease in 100 cases 
was twenty-five and one-half days. 

In commenting on the marked susceptibility of 
the babies between 3 and 15 months of age, the author 
suggests that vitamine deficiency may play a réle 
in lowering the resistance as practically all of the 
children in the series studied were on artificial 
feedings and most of them had received little, if any, 
cod-liver oil before their admission to the hospital. 

Smith noted also that 60 per cent of the thirty 
patients with rickets had otitis media, and that the 
age period at which susceptibility is greatest corre- 
sponds rather closely to that of rickets and scurvy. 

From eighty-eight cases treated with synthetic 
drugs and dyes the following conclusions are drawn: 

1. Practically all of the Gram-negative bacteria 
found in the ears in otitis media, except pyocyaneus 
bacilli, are killed by a 0.5 per cent solution of sodium 
hydroxyl-mercuri-benzo-phenone sulphonate. 

2. Pyocyaneus bacilli are readily eliminated by 
treatment with 2 per cent acetic acid, or preferably 
with 0.5 per cent of the sodium solution which 
contains 2 per cent acetic acid. 

3. All of the Gram-positive bacilli found in 
otitis media except streptococci are readily killed by 
gentian violet. 

4. In otitis media with streptococci, neutral 
acriflavine is more potent, but even this drug is not 
entirely satisfactory. 

Twenty cases of chronic otitis media were cured 
by local chemotherapy in an average of seven days 
each, and sixty cases of acute otitis media were 
cured in an average of thirteen days each. 

Mastoiditis did not occur in any of the eighty- 
eight consecutive cases treated by local chemo- 
therapy, but in 4 per cent of the controls a mastoid 
operation was necessary. Otto M. Rorrt, M.D. 


NOSE AND SINUSES 


Van den Wildenberg: The Surgical Treatment of 
Ozzena (Le traitement. chirurgical de l’ozéne). 
Arch. internat. de laryngol., 1924, xxx, 581. 


Surgical treatment is today replacing the ineffec- 
tual medical treatment of foetid atrophic rhinitis, 
but Baldenweck, Jaccod, and Moulonguet have 
Teported cases benefited in from eight to eighteen 
months by the use of autogenous vaccines. Autog- 
enous vaccines have proved better than mixed 
stock vaccines. Large quantities of diphtheria anti- 
toxin have also been used recently because of the 
presence of the Loeffler bacillus in ozena, and ap- 
parently have been beneficial. 
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Following a review of the numerous reported 
plastic surgical procedures to decrease the size of 
the nasal passage in ozena by mobilization of the 
nasal walls, the author describes a new procedure 
which he devised in collaboration with Higguet. 
Except in the cases of unmanageable children, this 
is performed under local anesthesia preceded by a 
hypodermic injection of morphine. The sinusofacial 
wall, canine fossa, pyriform incisure, and inferior 
part of the septum are infiltrated with 1 per cent 
novocaine with adrenalin, a transmeatal injection 
of 3 c. cm. of 10 per cent cocaine is given into the 
maxillary sinus, and an injection is made into the 
superior maxillary nerve. 

Along an incision from in front of the middle 
turbinate, across the nasal floor, and up 1 cm. on 
the septum, the mucoperiosteum is stripped up to 
the level of the inferior meatus and the facial wall 
to expose the pyriform crest whose projecting edge 
guides the vertical section of the maxillary sinus 
wall. The turbinate and septum are freshened to 
promote the formation of adhesions. The nasal 
wall of the maxillary sinus is sectioned anteriorly in 
line with the mucoperiosteal incision, and antero- 
posteriorly at the level of the nasal floor as far as 
the posterior sinus wall. The nasal antrum wall is 
lifted over against the septum. If the maxillary sinus 
is diseased, it is curetted (one case in eight). 

The displaced bone is held with a pack. In cases of 
external enlargement of the nasal fossa the middle 
turbinate is freshened and luxated to the septum. 
Packs are left in place until the mobilized antrum 
wall has become consolidated. If turbinoseptal ad- 
hesions interfere markedly with respiration because 
of temporary swelling of the mucosa, operation on 
the opposite nares is delayed for several months. 
The adhesions are essential to hold the displaced 
external wall. 

In thirty-eight cases the author had two compli- 
cations—a phlegmon of the lower lid that healed 
rapidly, and a slight epiphora. One patient re- 
covered his sense of smell and taste. In sixteen 
cases operated upon from nine months to one 
year ago, all signs of ozena have disappeared. In 
three, the condition was improved. In four the 
operation failed completely, and in five the immo- 
bilization was insufficient. Most of the patients had 
tried medical treatment. Those who were benefited 
now require irrigations much less frequently. Some 
of the cases were operated upon again after a year 
or longer. The operative difficulties in children are 
compensated for by a more rapid and lasting re- 
covery. 

The endonasal route is preferable to the trans- 
maxillary route, more readily accepted by the pa- 
tient, more simple, and less mutilating; it renders 
bone grafting unnecessary and improves the condi- 
tion of the mucous membrane. 

Van den Wildenberg advises a trial of vaccino- 
therapy in all cases of mild or moderate ozena. 
When it fails and when the condition is severe, 
surgical treatment is indicated. In patients cured 
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by vaccines the mucosa of the nasopharynx is thin 
and smooth and there is pharyngeal dryness. Fol- 
lowing surgical treatment it is thick, succulent, and 
apparently hypertrophied. At the present time sur- 
gical treatment gives the best results in most cases; 
complete failures are rare. 

C. Burkert, M.D. 


Rocher and Anglade: Fibrogliomata of the Nasal 
Region (Les fibrogliomes de la region nasale). 
Rev. de chir., Par., 1924, xliii, 147. 

Fibrogliomata of the nasal region are solid benign 
congenital tumors of slow growth. They cause de- 
formity of the nose and obstruct breathing. De- 
pending on their location, they may be divided into 
three groups: the extranasal, the intranasal, and 
those that are both extranasal and intranasal. 

The extranasal fibrogliomata are situated in the 
root of the nose, extend on its lateral aspect, and 
sometimes invade the orbit of the eye and pass to 
the other side. They range in size from that of 
an olive to that of a chestnut, and are round and 
smooth. A pedicle may connect them with the 
brain. The skin over them is free or adherent, and 
a capillary formation gives it a reddish hue. 

Intranasal fibrogliomata are concealed in the nose 
or protrude through the nostrils and are attached 
by pedicles. 

Fibrogliomata) which are both intranasal and 
extranasal send a branch from the external aspect 
of the nose into the nasal fossa. 

Three anatomical elements are constantly seen in 
the structure of the neoformations: fibrous tissue, 
blood vessels, and neuroglia. The two first are 
similar to those found in the meninges. The 
neuroglia, the preponderant element, is totally 
different from that of a normal brain but identical 
with the neuroglia found in the pathologic glioses 
associated with sclerosis of the spinal cord, with that 
occurring around abscesses, and with that found in 
the focus of a cerebral hemorrhage. 

The removal of these tumors is indicated for 
cosmetic reasons, to prevent obstruction to respira- 
tion, and to prevent malignant degeneration. 

It is very important to bear in mind that the 
pedicle may have a canal from which cerebrospinal 
fluid may drain, and that by this route a fatal 
meningo-encephalitis may be produced. Recur- 
rences have been treated successfully with radium. 

Muro, M.D. 


Bourgeois, H.: A Malignant Tumor of the Floor 
of the Nasal Fossa Cured for One Year by 
Roentgenotherapy; Dental Complications 
Probably Due to the Treatment (Tumeur 
maligne de l’étage inférieur des fosses nasales 
traitées par la radiothérapie; guérison depuis un an; 
accidents dentaires probablement consécutifs au 
traitement). Arch. internat. de laryngol., 1924, xxx, 
598. 


The patient, a man aged 45 years, had been cured 
of a neoplasm of the larynx by radiotherapy three 
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years previously. He consulted the author because 
of a vegetative, easily bleeding polypoid growth 
causing obstruction of the right side of the nose. 
There was no glandular enlargement. The mass had 
been unsuccessfully treated by cauterization and 
twice by excisions. It covered all of the walls of the 
nares, encroached onto the posterior nasopharynx, 
and involved the left maxillary sinus. The histo- 
logical diagnosis was spindle-cell epithelioma. After 
exposure to the roentgen rays for five and one-half 
hours in five treatments the growth entirely dis- 
appeared from the nares and sinus. A little pus and 
numerous scabs disappeared under antiseptic deodo- 
rizing irrigations. 

Eight months after this treatment an acute ab- 
scess formed in the posterior part of the upper jaw 
on the right side. Incision revealed a perforation of 
the antrum at the second upper right molar with 
destruction of bone sufficient to admit the little 
finger. After extraction of the molar a second abscess 
developed just behind the first one. This abscess 
also was incised and drained. The tumor has not 
recurred. 

The case is of interest because of the marked 
radiosensitivity of the tumors of the larynx and nose 
and the destruction of the molar tooth with subse- 
quent suppuration, osteitis, and sinobuccal fistula 
resulting from the X-ray treatment. 

Wa ter C. Burket, M.D. 


MOUTH 


Corachan, M.: Dermoid Cysts of the Floor of the 
Mouth (Quistes dermoides del suelo de la. boca). 
Clin. y lab., 1924, iii, 413. 

Dermoid cysts in the floor of the mouth are fairly 
rare. Embryologically such cysts arise from ecto- 
derm invaginations in the zone corresponding to the 
upper branchial clefts. 

The author has operated upon three cysts of this 
type. In two cases it was possible to remove the 
cyst through the mouth, but in the third case, 
because of the size of the tumor, removal through 
an incision extending under the chin was necessary. 
In the latter method hemostasis is very difficult and 
a disfiguring scar is left after the operation. ‘There- 
fore the submental approach is recommended only 
when the tumor is too large to allow its removal 
through the mouth. When the oral approach is 
used a transverse incision is made beneath the 
tongue and complete -enucleation is effected by 
blunt dissection. 

In two of the author’s cases the tumor was in the 
hyoid region. In this situation there are usually few 
adhesions. 

Because of the semifluid consistency of these 
tumors the symptoms are not marked. In the 
author’s cases the principal disturbances occurred 
in phonation, mastication, and deglutition and were 
due to compression on the muscles in the vicinity of 
the tumor. The diagnosis is easy and the prognosis 
good. W. A. BRENNAN. | 


NECK 


Baccarini, L.: Congenital Cysts and Fistulz of the 
Neck (Contributo allo studio delle cisti e delle 
fistole congenite del collo). Arch. ital. di chir., 1924, 
lx, 279. 

Baccarini has operated upon eleven congenital 
fistula of the neck due to cysts. Seven of the 
patients were females. In three, the symptoms 
dated from the time of birth; in five, they were 
noted before the fifth year; and in three, they had 
been present for less than ten years. 

Four of the fistula were lateral and seven were 
situated in the median line. Two of the three 
lateral fistula cannot be considered as derived from 
abnormal persistence of the branchial clefts or from 
an embryonal rest of the thymus canal. From what 
is known at the present time regarding the develop- 
ment of the branchial apparatus and the organs 
derived therefrom, it was evident that these two 
cases could not be explained by any of the hypotheses 
advanced to date. The third case, appeared clearly 
to be due to the persistence of the thymus canal 
in almost its entire course. In one case of lateral 
fistula the lesion was found to be a solid cartilagin- 
ous rest of the fourth branchial arch. 

Of the seven median fistulx, five were evidently 
due to persistence of the thyroglossal cord. One case 
was due to the accidental inclusion of ectoderm. In 
the last case, which differed greatly from the others, 
histological examination suggested that the condition 
had its origin in a group of cells of the floor of the 
mouth which became mechanically detached in the 
embryo and dragged inward by the thyroid. 

No single interpretation explains the patho- 
genesis of all types of congenital fistula and cysts of 
the neck because their formation is dependent upon 
different anomalies of embryonic development of the 
branchial apparatus and the organs derived from it. 

Fistule situated in the median line usually 
develop late. The epithelial rests become trans- 
formed primarily into cysts and secondarily into 
fistula by some inflammatory process or an incom- 
plete surgical operation. 

The only satisfactory treatment of congenital cyst 
or fistula of the neck is complete eradication. 

W. A. BRENNAN. 


Rossteuscher, M.: The Thyroid at the Base of the 
Tongue (Zur Kenntnis der Schilddruese am 
Zungengrund). Deutsche Zischr. f. Chir., 1923, 
clxxxii, 217. 

Rossteuscher reports the case of a 32-year-old 
woman who sought treatment for a tumor of the 
tongue which had been present for two years and 
had grown rapidly during the last six months, 
causing excessive mucus secretion and choking. 
Examination revealed at the base of the tongue a 
firm tumor the size of a walnut. The thyroid gland 
could not be palpated in its normal position. 

At operation performed under local anesthesia 
the trachea was freed and a careful search was 
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made for the thyroid but it was not found. A 
tracheotomy having been done and a Trendelenburg 
tube inserted, the tongue was drawn out and a 
semicircular incision made over the tumor. On 
backward dissection of a flap a grayish globular 
tumor was exposed. Half of it was removed. 
Hemostasis was effected by means of catgut sutures 
and the mucous flap replaced. The cannula was 
removed on the following day. Except for slight 
infection of the tracheotomy wound, healing oc- 
curred promptly. After six months the patient 
was free from complaint. Microscopic examination 
of the specimen showed it to be thyroid tissue. 
About 100 cases of tongue goiter have been 
reported. Rossteuscher explains the biology of the 
thyroid and the genesis of ectopic and accessory 
glands. Clinically three types of tongue thyroid 
can be distinguished: (1) those with symptoms of 
hypothyroidism, (2) those in which, besides the 
tongue thyroid, another thyroid is found in the 
normal position, and (3) those in which the only 
thyroid tissue is found at the base of the tongue. 
HaGEMANN (Z). 


McCarrison, R.: Goiter. Brit. M.J., 1924, i, 989. 


The stimuli which cause enlargement of the thy- 
roid gland are of three kinds, nervous, metabolic, 
and microbic. 

Simple goiter includes those forms of thyroid hyper- 
trophy which are commonly spoken of as sporadic, 
epidemic, or endemic goiter, though there is no es- 
sential difference between them. Five per cent of 
goitrous mothers are liable to give birth to cretinous 
or otherwise defective children. 

The three periods when thyroid disorder most 
commonly develops are: (1) fetal life; (2) adoles- 
cence; and (3) pregnancy and lactation. The condi- 
tions of life which favor the development of goiter 
are improper food, imperfect hygiene, and infection. 

Deficiency in the supply of iodine may be due 
to insufficient intake, inadequate assimilation or 
utilization, or relative deficiency in proportion to 
other food constituents. The thyroid has a re- 
markable affinity for iodine. Goiter does not develop 
if the iodine store of the gland is kept above o.1 per 
cent. The maximum storage capacity of the normal 
gland is 30 mgm. of iodine. The presence of sufficient 
iodine in the water supply will prevent colloid 
goiter and the hyperplasia which precedes it. It 
does not prevent or materially change the course of 
exophthalmic goiter, but not infrequently it stimu- 
lates overaction of adenomatous goiters and this, 
once started, may continue for years without further 
administration of iodine. Any unusual demand on 
the part of the tissues for thyroxin will stimulate the 
thyroid gland and result in hyperplasia. 

While a deficiency of iodine is the immediate cause 
of thyroid hyperplasia and hypertrophy, it is not the 
ultimate cause. The ultimate cause is any agency 
which brings about a lack of iodine, which interferes 
with its utilization, or which increases the needs of 
the organism for thyroxin. 
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The prevention and cure of goiter therefore de- 
pends chiefly upon: (1)general hygiene and especial- 
ly hygiene of the gastro-intestinal tract, and (2) the 
amount of iodine available for the needs of the thy- 
roid gland and the organism in general. 

Conditions in the intestine may be such that the 
available iodine or other constituent of thyroxin is 
not utilized. In such cases, constipation and imper- 
fect drainage of the bowels must be corrected. In- 
testinal antiseptics alone have been beneficial in re- 
ducing the size of a hypertrophied thyroid, and their 
curative value in this disease is now beyond dispute. 
It appears that the disinfection of the bowel makes 
the iodine ingested more readily available for the 
needs of the thyroid. Possibly the presence of cer- 
tain intestinal bacteria increases the needs of the 
organism for thyroxin as do certain infections, or 
they rob the organism of the small amount of iodine 
contained in the food that would otherwise be avail- 
able to the thyroid for the elaboration of thyroxin. 

The method of preventing goiter by the adminis- 
tration of iodine is simple, rational, cheap, and with- 
out ill effect if it is applied properly. Two grams of 
sodium iodide should be given in 0.2-gm. doses over 
a period of two weeks every spring and fall. This 
treatment is best administered at those periods of 
life when goiter is most apt to develop. The call for 
it is more urgent in the female than in the male. 

Cyrit J. GLAspet, M.D. 


McClendon, J. F., and Hathaway, J. C.: Inverse 
Relation Between Iodine in Food and Drink 
and Goiter. J. Am. M. Ass., 1924, Ixxxii, 1668. 


The quantitative analysis of the iodine content 
of food and water from goitrous and non-goitrous 
regions of the United States showed a marked 
deficiency in the goitrous region. Variations as 
great as 1:18,470 were found. 

Retention of iodine from a normal diet was 
demonstrated in a three-day period during which 
the intake and output of iodine were carefully 
determined. 

Statistics prove that in the United States both 
simple and exophthalmic goiter are caused by iodine 
starvation. E. SHAcKLETON, M.D. 


Pfaundler, M., and Wiskott, A.: The Goiter 
Question in Bavaria (Zur Kropffrage in Bayern). 
Muenchen. med. Wchnschr., 1923, \xx, 1427. 


The authors summarize in a table the replies 
received to a questionnaire which was sent out 
because of reports that the incidence of goiter in 
children in Bavaria is increasing. Of 170 replies, 
only fifty-nine reported such an increase and more 
than half denied it explicitly. 

The zones with an apparent increase are scattered 
throughout the country without regard to the recog- 
nized goiter regions or geological, ethnographic, 
climatic, hygienic, cultural, or social factors. 

It is frequently claimed that goiter is increasing 
among the school children of the large cities. 
However, even if the goiters of adolescence are 
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counted, the frequency of goiter is not nearly as 
great in Bavaria as in Switzerland. In Switzerland 
endemic goiters beginning with symptoms of hypo- 
thyroidism and changing to endemic cretinism pre- 
dominate, and by iodine prophylaxis, cretinism is 
attacked through the goiter. In Bavaria cases of 
hyperthyroidism are twice as common as Cases of 
hypothyroidism and the frequency of this condition 
is not greater in the rural districts and in boys as is 
the case in Switzerland. Moreover, in Bavaria 
there are few reports of local or endocrine changes in 
children; therefore many of those with goiter do not 
have a true thyroid disease. The symptom of 
“goiter” may be very differently interpreted, 
particularly as regards the reaction to iodine. 

The authors distinguish three chief types of 
goiter: (1) goiter due to compensatory changes; 
(2) goiter caused by external injuries; irritation 
goiter; and (3) goiter of a blastomatous character, 
tumor goiter. 

In cases of the first type as well as in goiter due to 
deficiency of iodine, the administration of iodine 
may be beneficial or injurious. 

In cases of Type 2, iodine is generally injurious. 

In the cases of hyperthyroid adults the authors 
agree with Sudeck that iodine therapy is to be 
avoided. Even among non-goitrous persons there 
are some with glands ready for hyperfunction who 
would become thyrotoxic if given iodine. 

In the authors’ clinic more or less compensated 
hyperthyreoses associated with subnormal stature 
predominate, while in their private practice there 
are more hyperthyroid goiters, especially cases of 
mild goiter heart, associated with normal stature. 
Therefore physicians are justified in rejecting mass 
prophylactic treatment of school children, even 
though the efficacy of iodine treatment is generally 
recognized. 

According to Lenz, iodine has a specific action, 
not only on the fetus, but also on the sperm cells. 
In experimental animals it has produced sterility. 
Even when it is given in small doses, iodiokinetic 
influences must be attributed to it which may cause 
hereditary injury. Therefore a general salt pro- 
phylaxis is not to be recommended for Bavaria as a 
whole but should be given a trial only in certain 
recognized goiter regions, especially among school 
children and under the direction of physicians. It is 
desirable also that insufficiency of iodine in food and 
water in Bavarian goiter regions be investigated. 

TOELKEN (Z). 


Schroetter, H.: A Report on the Present Status of 
Goiter Prophylaxis in Austria (Bericht ueber den 
gegenwaertigen Stand der Kropfprophylaxe in 
Oesterreich). Wien. klin. Wehnschr., 1923, Xxxvi, 751. 


The fact that goiter is increasing, not only in the 
Alpine valleys, but also in the lowlands, and par- 
ticularly in the city of Vienna, has stimulated fur- 
ther study with regard to the cause and distribution 
of the condition and the means of combating it. 
The Wagner-Jauregg theory, advanced twenty-five 
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years ago, that the cause of goiter is insufficiency of 
iodine in the food has found many more adherents 
than the theory attributing the condition to in- 
fection. 

The health authorities have now (April 5, 1923) 
decided to have prepared and distributed to the 
public under the name “entire salt” a common salt 
to which iodine has been added. This salt contains, 
in accordance with Wagner-Jauregg’s proposal, 
0.005 gm. of potassium iodide per kilo. Therefore, 
when about 10 gm. of common salt are consumed 
daily, the organism receives 0.05 mgm. of iodine. 
Many sea salts—the French, for example—which 
contain as much as 0.012 gm. per kilo are not in- 
jurious. 

lodine medication must be suited to the type of 
goiter and remains the province of the physician. 
By the constant administration of common salt 
containing iodine it is sought to eradicate goiter and 
cretinism automatically, as it were, and independ- 
ently of the inclination or disinclination of the 
subjects. This will affect not only school chil- 
dren and adolescents, but the entire population, 
and will be both a therapeutic and a prophylactic 
measure. 

In the manufacture of the entire salt, sodium 
chloride is well stirred while iodide of potassium is 
distributed upon it in a fine spray. Tests show 
approximately even distribution in the form of 
precipitate or absorption. If-the salt is kept from 
one to two months, the iodine will collect in the 
upper and lower layers, but this can be prevented 
by stirring it from time to time. The price is the 
same as that of ordinary salt. 

In all state and public institutions iodized salt is 
already used exclusively in the preparation of food. 
One million copies of a pamphlet by Wagner- 
Jauregg entitled ‘‘Goiter and the new cooking salt” 
are being distributed by the government as propa- 
ganda for goiter prophylaxis. In addition, an illus- 
trated questionnaire is sent out to obtain accurate 
information regarding the incidence of goiter among 
school children and adolescents (elementary, high, 
and technical schools and private educational 
institutions) in order that the figures previously 
given for the different districts may be corrected 
and brought up to date. 

Surgical intervention is indicated by pressure on 
the respiratory passages, interference with vital 
functions, or dystrophic changes in the organ 
(Basedow). In such cases operation should be per- 
formed without hesitation. 

In conclusion the author makes the proposal 
that the central government be called upon to meet 
the cost of and make: 

1. Geological, hydrological, and meteorological 
studies of the distribution of iodine in drinking 
water and river water and analyses of samples of soil. 

2. Experimental and clinical investigations on 
the endocrine system. 

3. Further collections of statistics regarding the 
occurrence of goiter in Austria. Z1PPER (Z). 


HEAD AND NECK 


369 


Bircher, E.: Experimental Research on Basedow’s 
Disease (Experimentelle Untersuchungen ueber 
Morbus Basedowii). Schweiz. med. Wchnschr., 1924, 
liv, 54. 

The author refers to experimental work he report- 
ed in 1912 and in which he succeeded in creating 
Basedow’s disease in dogs by implanting thymus 
tissue. In three cases in which material obtained 
from clinical cases of Basedow’s disease was used he 
succeeded completely in producing the classical 
signs of this condition, viz., protrusion of the eyes, 
gaping of the eyelids, changes in the heart action 
with strong pulsation in the carotids, lymphocytosis, 
leucopenia, a distinct struma, twitchings, general. 
restlessness, excitation, and glycosuria. In three 
other cases in which he implanted infantile thymus, 
the exophthalmos and increase in pulse frequency 
were only temporary. According to Nordmann- 
Hart, infantile thymus does not have a toxic effect. 
The results were more marked after implantation 
than after injection of the expressed juice. 

It is probable that, by way of the nerves, the toxin 
attacks the circulatory system first and then the 
thyroid before the other endocrine glands. Histo- 
logically the adrenals are also affected. After 
thymus implantation, marrow hypoplasia is found. 
In the pancreas, atrophy and a decrease in the 
Langerhans cells were noted in one case. The spleen 
showed diminution and shrinkage of the follicles. . 

To study the causes of thymus death the thyroid 
was removed from experimental animals from thirty 
to fifty days after the implantation. The implant 
then slowly atrophied. From eight to ten days after 
the removal of the thyroid the animals developed 
apathy with an increase in the pulse rate, muscular 
tremors, oedema, and loss of hair, and death 
occurred with a decrease in the blood pressure and 
quickening of the respiration and pulse. The im- 
pression was gained that, as the result of the removal 
of the thyroid, which acts as an antagonist to the 
thymus, the adrenals are no longer sufficiently 
stimulated and hyperthymization results. 

The author concludes from his experiments that 
the thymus can cause a decided disturbance in the 
entire glandular system and can produce definite 
Basedow’s disease. Devs (Z). 


Salvesen, H. A.: Studies on the Physiology of the 
Parathyroids. Acta med. Scand., 1923, Supp. vi. 


The removal of three parathyroid glands in dogs 
(eight experiments) did not produce tetany in any 
case. The blood sugar remained unchanged, the 
alkali reserve was usually lowered temporarily, and 
the serum calcium was reduced from 10 to 7 mgm. 
per 100 c.cm. of blood. 

The subsequent removal of the fourth parathy- 
roid gland in six of the dogs and the removal of 
four parathyroid glands in four furnished the 
material for studies of what the author designates 
as “complete parathyroidectomy.” Five of these 
dogs died of tetany within three and one-half days 
and one in twenty-two days. Four were saved 
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by repeated intravenous injections of calcium 
chloride, a milk diet, and in some cases the admin- 
istration of calcium salts by mouth. When tetany 
occurred, the blood calcium was always found to be 
below 7 mgm. per 100 c.cm. of blood. The dogs 
that were saved by the calcium treatment developed 
tetany when placed on a meat diet but recovered 
again when given milk. 

Milk freed of its calcium was not found effective 
in preventing tetany. During the stage of latent 
tetany, the nitrogen metabolism was normal but the 
carbohydrate tolerance was lowered. A subcutan- 
eous injection of 3 gm. of guanidine chloride 
caused convulsions but had no effect on the blood 
calcium. 

The author concludes that the cause of the symp- 
toms of parathyroid insufficiency is calcium defi- 
ciency. Lester R. Dracstept, M.D. 


Collet, F. J.: Twenty-Five Cases of Laryngeal 
Hemiplegia Due to War Injuries: The Inner- 
vation of the Larynx (Vingt-cinque cas d’hémi- 
plégie par blessures de guerre: considérations sur 
Vinnervation du larynx). Arch. internat. de laryngol. 
1924, XXX, 509. 

From a detailed clinical study of twenty-five cases 
of laryngeal hemiplegia due to war injuries the 
author draws the following conclusions: 

Laryngeal hemiplegia from war injuries is due as 
a rule to a lesion of the vagus and more rarely to an 
injury of the recurrent laryngeal nerve. 

A lesion of one vagus alone is sufficient to give rise 
to cardiac disturbances. The most common cardiac 
disturbance is permanent acceleration of the pulse, 
the rate sometimes being as high as 140. After 
many years a cardiac disturbance may be found 
unchanged or worse. In addition to tachycardia 
there are irregularities of the pulse, at times extra- 
systoles, but most often there is suppression of the 
oculocardiac reflex. 

Hemiplegia may be simple or of the glossola- 
ryngeal, palatolaryngeal, pharyngolaryngeal, or la- 
ryngoscapular type. The presence of complications 
may indicate the level of the injury in the vagus 
and reveal its location in the upper part of the 
plexiform ganglion. 

In cases of simple laryngeal hemiplegia the pres- 
ence of sensory involvement is the best criterion 
of involvement of the superior laryngeal nerve. 
The appreciation of motor disturbances in addition 
to those characteristic of recurrent nerve palsy is 
more difficult. In some cases the failure of the 
tensor seems to be the dominating factor. 

The differentiation between a lesion of the vagus 
below the superior laryngeal nerve and an injury 
of the recurrent nerve rests on the cardiac dis- 
turbances. Many cases of so-called recurrent nerve 
lesions may be cases of paralysis of the vagus above 
the emergence of the recurrent nerve. 

The epigiottis has been found deviated only in 
glossopharyngolaryngeal hemiplegia. This deviation 
has been inconstant. 
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Vasomotor involvement is very rare and has been 
noted only in high lesions capable of affecting the 
superior laryngeal nerve with involvement of the 
hypoglossal or the main sympathetic. The recur- 
rent laryngeal nerve does not appear to contain 
vasomotor fibers. These findings are in accord with 
experimental data. 

The paralyzed vocal cord is usually immobilized 
in the cadaveric or the midline position with or 
without palsy of the tensor. The fixation of the 
cord in the median position is relatively more 
frequent in traumatic lesions than compression 
paralyses. 

Only traumatic palsies permit specification of the 
date of compensation by the healthy cord; this 
phenomenon is defined in the first two months, 
sometimes sooner, and usually is well established 
at the end of four or five months. 

Median fixation of the cord is a paralytic, not 
an irritative, phenomenon as was believed former- 
ly. It coexists with the phenomena of deficiency 
—the tachycardia and the suppression of the ocu- 
locardiac reflex. 

Except for the filaments supplying the imperfect 
transverse arytenoid muscle, the findings in trau- 
matic laryngeal hemiplegia do not support the hypo- 
thesis that there is a partial intermingling of the 
laryngeal nerves either sensory or motor. Neither 
do they indicate that a supplemental innervation is 
furnished by the superior laryngeal to the muscles 
innervated by the recurrent laryngeal nerve. 
WatterR C. Burket, M.D. 


Kramer, R., and Yankauer, S.: Hzmangioma of 
the Larynx. Laryngoscope, 1924, xxxiv, 405. 

To the seventy-five unquestioned cases of heman- 
gioma of the larynx reported in the literature which 
were critically reviewed by Moore in 1922, the 
authors add fourteen others, thirteen of which oc- 
curred in their private practice. 

Hezmangiomata are benign tumors originating 
from the blood vessels and are of two types: (1) 
hemangioma simplex in which the walls of the new- 
ly formed vessels are more or less parallel with each 
other, and (2) hemangioma cavernosum which is 
made up of irregular blood spaces. Secondary com- 
plications are inflammation, hemorrhages, hyaline or 
amyloid degeneration, and pigmentation of the 
tumor. The etiology is unknown. On the basis of 
the cases reported in the literature and of the fourteen 
reported here, the average age incidence is between 
20 and 60 years. Therefore the neoplasm is a tumor 
of adult life. Congenital hemangiomata occurring 
in childhood are different from those here described. 
From 75 to 85 per cent of hemangiomata occur in 
males. 

In cases of hemangioma of the larynx there is of- 
ten a history of laryngeal irritation. Accordingly, 
the relationship of this factor to the causation of 
hemangioma must be borne in mind. The authors 
believe irritation is the cause. The subjective symp- 
toms in the cases reviewed were disturbances of 
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speech (hoarseness occurred in over 50 per cent) ; dis- 
turbances of respiration (dyspnoea occurred in 25 of 
the cases previously reported); disturbances of de- 
glutition (dysphagia and vomiting occurred in a 
small percentage); disturbances of sensation in the 
form of paresthesia; and hemorrhage (bloody ex- 
pectoration occurred in 15 per cent). The duration 
of the symptoms ranged from four weeks to fifteen 
years. The tumors ranged from 2 mm. to 4 cm. in 
diameter and were red. Some were sessile, but the 
majority were pedunculated. While every portion 
of the interior of the larynx has been involved, the 
tumors are usually found on one of the vocal cords. 
The most characteristic finding is the phonation 
sign. On phonation, the tumor shows increased firm- 
ness, erection, and slight diminution in size, and 
takes on a darker hue. The authors consider the 
phonation sign most important in the differential 
diagnosis from specific granuloma, cysts, fibromata, 
varices, submucous hemorrhages, and vascular 
malignant tumors. In cases of congenital hemangio- 
mata, which are usually situated below the cords and 
are sessile, the principal symptom is respiratory 
difficulty. 

A spontaneous cure of hemangioma has not been 
recorded. The prognosis following treatment de- 
pends on the size and type of the tumor and the 
method of treatment. In all of the authors’ cases 
the cure has been complete to date. Their method of 
treatment has been surgical removal either by in- 
direct laryngoscopy and the use of cutting forceps or 
by suspension laryngoscopy and sharp dissection. 
The authors believe that all of the small tumors 


should be operated upon by means of forceps or a 
snare under direct or indirect laryngoscopy, and that 
large tumors are best attacked by suspension laryn- 
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goscopy and sharp dissection. As in cases of small 
tumors, radiation does not give as good results as 
operative procedures, it should be reserved for more 
or less wide-spread lesions and recurrences. 
MAnrForp R. Wattz, M.D. 


Blair, V. P.: Radical Operation for Extrinsic 
Carcinoma of the Larynx. Ann. Otol., Rhinol. & 
Laryngol., 1924, xxxiii, 373. 

Blair is of the opinion that even after a carcinoma 
has extended well beyond the confines of the larynx, 
either directly or into the lymphatic nodes of the 
neck, it may still be curable by proper surgery. 

Light, thorough packing of the resulting wound is 
a much safer procedure than primary suture with 
free multiple drainage. Packing of the wound and 
the upper end of the trachea should be carefully 
maintained until the wound has healed spontaneous- 
ly or the fistula is closed by secondary suture. 

The author believes it is best to remove the in- 
volved tissue in one mass and so that the closure of 
the external opening will be spontaneous or will re- 
quire only a simple secondary operation. 

Preliminary tracheotomy was necessary in almost 
every one of the eight cases reported by Blair. A 
low opening was made several days or weeks before 
the radical operation and the trachea isolated after 
the plan of Crile. 

Of the eight patients whose cases are reported, 
two who had extensive extralaryngeal involvement 
have lived six years or more after the operation with- 
out recurrence. One patient has been free from 
recurrence for more than three years. There was 
one death from recurrence. In the author’s opinion 
the three postoperative deaths might have been 
prevented. James C. BrasweELt, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Simonds, J. P., Grinker, J., Patrick, H. T., and 
Others. Symposium on Inflammations of the 
Brain and the Meninges of Otorhinological 
Origin. Ann. Olol., Rhinol. & Laryngol., 1924, xxxiii, 
543- 


SrmonDs discusses four inflammatory processes oc- 
curring within the cranium as the result of inflam- 
matory processes beginning in the middle ear or the 
sinuses of the nose, viz., thrombophlebitis of the 
dural sinuses, extradural abscess, meningitis, and 
brain abscess. The incidence of intracranial com- 
plications in ear infections is 0.5 per cent, and the 
complications due to the otitis media are ten times 
more frequent than those due to nasal sinus infec- 
tions. The most frequent site is the temporal lobe. 
Transmission takes place by direct extension through 
thrombophlebitis of the sinuses of the dura, or by 
way of the lymphatics. Leptomeningitis and abscess 
begin as local reactions accompanied by an attempt 
of the body to wall off the process. If the walling-off 
is successful, an abscess results; if it is not successful, 
the result is meningitis. 

There are four types of brain abscess: the traumat- 
ic, the metastatic, that due to the spread of a neigh- 
boring focus, and the idiopathic. The location of the 
abscess usually depends upon the site of the focus. 
Its gross appearance varies with its location and 
duration and the infecting organism. A capsule is 
usually developed, but its origin is not known. On 
the inner surface of this capsule are found Gluge’s 
phagocytic cells. These are derived from endothelial 
cells of the blood vessels, and their function is to re- 
move the products of degeneration of the brain tis- 
sues. The abscess may end in calcification or may 
cause death by breaking through its wall and spread- 
ing the infection, by increasing the intracranial 
pressure, or by rupturing into the subdural spaces 
and producing meningitis. 

GRINKER states that the incubation period in 
cases of inflammation of the brain and meninges 
varies from a few days to several years. In some in- 
stances the onset may be mild with headache, vomit- 
ing, moderate fever, chilly sensations, slight stiffness 
of the neck, and a positive Kernig’s sign but without 
impairment of mentality. In others it may be 
severe with chills, high fever, persistent vomiting, 
and the phenomena of irritation and paralysis. The 
symptoms of sinus thrombosis are usually a high 
fever, chills, headache, vomiting, restlessness, and 
delirium. In some instances there may be convul- 
sions and coma. Added to these are the local signs 
of sinus thrombosis. The symptoms of brain abscess 
are divided into focal signs or symptoms and the 
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general symptoms of headache, vomiting, mental 
dullness and apathy, a slow pulse rate, slow respira- 
tion, optic nerve changes, paralysis of the cranial 
nerves, and symptoms due to inflammatory processes 
in the brain such as fever, emaciation resulting from 
anorexia, and a spinal fluid under pressure but sterile. 
Meningism, meningitis sympathetica, meningitis, 
and abscess must be differentiated. 

PATRICK discusses abscess only. In this condition 
focal signs are present in the majority of cases but 
are not always recognized or properly evaluated. In 
cases of frontal abscess, in which focal signs are fre- 
quently absent or not very conclusive, the most con- 
stant sign is a change in the patient’s mental and 
emotional reactions. Focal signs of abscess in the 
temporal lobe relate to the visual fields and to 
speech. Homonymous defects are looked for; these 
may be only partial or irregularly quadrantic and 
may be confined to colors. The speech defects are 
word deafness and word blindness. Focal signs of 
cerebellar abscess may be entirely lacking. The most 
important are cerebellar ataxia and vertigo. Loss of 
knee jerks is indicative of a cerebellar lesion. 

SUKER discusses only two of the ocular findings, 
viz., neuritis and papilloedema. Papilloedema is the 
result of extra-ocular pressure. It begins as a halo; 
there is no interference with the edges of the disk. 
The location of the lesion makes no difference in the 
appearance of the optic neuritis and choked disk al- 
though the fundus changes are more frequent when 
the brain complication is compound. Absence of fun- 
dus findings does not indicate absence of an intra- 
cranial lesion, andjfundus changes do not indicate the 
character or location of a lesion. The fundus changes 
have no bearing on longevity. In the absence of 
cerebral manifestations, fundus changes are of great 
diagnostic value in cases in which intracranial com- 
plications are suspected. They may appear in any 
type of intracranial disease. 

SINGER states that clinically the attempt is usually 
made to distinguish between serous and protective 
meningitis and that the distinguishing feature be- 
tween the two lies in the bacteriological findings, the 
presence of organisms indicating a septic meningitis 
while their absence indicates a protective meningitis. 
This is not always true, however, since frequently 
bacteria are not found in the fluid in the early stages 
of the condition and the presence of bacteria in the 
fluid does not always indicate a diffuse meningitis. 
An important adjunct in the diagnosis of the type 
and extent of the meningitis is the cell count. In the 
interpretation of laboratory reports on spinal fluids, 
this should be taken into consideration with the 
bacteriological findings. 

EAGLETON considers the reported incidence of 
recovery from brain abscess too high. He believes 
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that a more correct percentage is 33 for tempero- 
sphenoidal abscess and from 1o to 15 for cerebellar 
abscess. 

An abscess should be operated upon in a hospital 
by a special team who are doing only that work. 
Operation should be done immediately, as soon as 
all data have been obtained and provision has been 
made for every technical procedure that may be 
necessary. This preparation includes the recording 
of the history in detail, a complete neurological in- 
vestigation made preferably by the surgeon himself, 
the study of the visual fields, and an X-ray examina- 
tion. Care should be taken in doing lumbar punc- 
tures, since in localized suppurative diseases of the 
brain they are dangerous. In the operation on a 
temperosphenoidal lobe abscess a large flap should 
be formed. The operation is hard manual labor, but 
should be done as quickly and as bloodlessly as 
possible. The intradural work must be done with 
the greatest delicacy and the most painstaking 
technique. 

The facts that, in meningitis, septic symptoms are 
due to alteration in the character of the spinal fluid 
and that in nearly all cases the condition is at first 
localized, have led Eagleton to the conclusion that 
recovery is more apt to result if the localized col- 
lection of fluid is evacuated. He now operates on 
cavernous sinus thrombosis by ligating the common 
carotid, eviscerating the orbit, removing the wing 
of the sphenoid, and opening the sinus. His two 
recoveries he attributes to the elimination of the 
motion produced within the sinus by the pulsating 
artery. Manrorp R. Wattz, M.D. 


Pussep, L.: Tumors in the Region of the Sella 
Turcica and Their Operative Treatment Accord- 
ing to the New Fronto-Orbital Method (Die 
Geschwuelste der Regio sellae turcica und ihre 
operative Behandlung nach der neuen fronto- 
orbital Methode). Ziéschr. f. d. ges. Neurol. u. Psy- 
chiat., 1923, Ixxxvii, 427. 

The author reports sixteen cases in detail. All of 
the patients showed the picture of Froelich’s 
dystrophia adiposogenitalis and some of them 
evidences of acromegaly. Nearly all of the tumors 
extended beyond the sella turcica into the base of 
the cranium. By means of the transnasal or the 
temporal route it may be possible to remove a por- 
tion of such a tumor and to reduce the pressure, 
giving temporary symptomatic relief, but radical 
removal of basal tumors in this manner is impossible. 
_ The author therefore devised a new method and 
In a period of ten years has employed it nineteen 
times. The infundibular region is approached under 
the frontal bone on one side through a supra- 
orbital incision curved with its convexity upward. 
The frontal bone is turned down in a flap over the 
eye, the frontal sinus is removed, the roof of the 
orbit is broken away, the dura is opened by means 
of a flap, and the anterior horn of the lateral 
ventricles is punctured in order to collapse the 
brain. This having been done, the frontal lobe can 
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easily be pushed upward and the way behind the 
chiasm is free. The tumors or cysts are removed 
radically if possible, and the wound is closed after 
drainage for twenty-four hours. 

In three of eight cases of sarcoma a permanent 
cure was obtained; in four, death followed the 
operation immediately, and in one it occurred eight 
months later. Of three cases of adenoma all were 
cured. In one of these cases there was a family 
history of tumor of the hypophysis. Excellent 
results were obtained also in four cases of cyst. 
The cysts were radically removed, not merely 
drained. The recession of practically all symptoms, 
even severe disturbances of vision, was remarkable. 

To date, a pre-operative differential diagnosis 
between the various types of hypophyseal tumors 
has been impossible. 

In cases of acromegaly the bony changes persisted 
but the changes in the soft parts disappeared 
partially. 

The author regards both dystrophia adiposo- 
genitalis and acromegaly as evidences of compression 
or disturbance of the nerve centers at the base of the 
brain, particularly in the region of the hypothal- 
amus. It is possible that they have nothing at all 
to do with the hypophysis. This is indicated by the 
fact that after total removal of the hypophysis 
performed on animals by Camus and Roussy 
dystrophia adiposogenitalis did not occur; also by 
the fact that after the removal of the entire hypo- 
physis in the author’s cases the symptoms receded 
and a complete clinical cure of the syndrome 
resulted. Pussep’s theory is strengthened by 
roentgenograms made by other investigators which 
showed the sella turcica not enlarged and by those 
in one of his own cases which showed it to be 
flattened and smaller than normal. 

In cases in which, on the basis of the roentgen-ray 
picture, uncomplicated disease of the hypophysis 
is suspected, the nasal approach is equally as g 
as the fronto-orbital approach and perhaps better. 
For the localization of the tumor good differen- 
tial points are afforded by the signs of increas- 
ing pressure in the brain, such as symptoms in the 
region of the oculomotor or even the trigeminal 
nerve which reveal a tumor growth in the cranial 
cavity and indicate the fronto-orbital approach. 

RuGE (Z). 


Smith, S.: Aneurism of the Basilar Artery Simulat- 
ing Opium Poisoning. Brit. M.J., 1924, i, 994. 


Smith reports the case of a man 30 years of age 
who became suddenly ill with headache, vomiting, 
and chills. Loss of consciousness followed in a few 
hours, and death occurred at the end of four days. 
A diagnosis of opium poisoning was made, but treat- 
ment for this condition was without effect. 

At postmortem examination, all of the organs were 
found normal except the base of the brain where a 
fusiform aneurism of the basilar artery was dis- 
covered. The aneurismal sac was filled with a non- 
organized clot and rested in a depression which it 
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had made in the pons and medulla. The causative 
condition appeared to be a gummatous arteritis, 
but treponemata were not demonstrated. 

The depression in the pons nearly occluded the 
fourth ventricle and exerted pressure upon adjacent 
structures, including the nuclei of many of the 
cranial nerves and vital centers in the floor of the 
fourth ventricle. Strangely, the compressed area 
showed much greater vascularity than the other 
areas. 

In spite of the marked pressure on the pons and 
medulla the patient had been able to attend to his 
work regularly with very few complaints. 

The case emphasizes the importance of complete 
dissection and examination of the brain in all such 
cases of sudden death. Cyrit J. Giaspet, M.D. 


SPINAL CORD AND ITS COVERINGS 


De Martel: Surgery of the Cord and of the Spinal 
Roots (Chirurgie de la moelle et des racines rachi- 
diennes). Bull. et mém. Soc. nat. de chir., 1924, 1, 
532. 

De Martel agrees with Leriche that simple lami- 
nectomy which does not call for the opening of the 
dura mater is not serious, but maintains that lam- 
inectomy which necessitates opening of the dura is 
a grave procedure. 

In the removal of tumors within or adjacent to 
the spinal cord, it is necessary to manipulate the 
cord and perhaps even to injure it. Such manipu- 
lations are the more dangerous the higher the seg- 
ment of the cord involved. 

In the forty-two cases of tumor of the cord oper- 
ated upon by de Martel, the mortality ranged from 
45 per cent early in the series to 23 per cent in the 
cases treated most recently. Statistics from the 
various clinics give the mortality as from 16 to 30 
per cent. 

De Martel claims that only laminectomies for a 
given type of lesion at a certain level are comparable. 

The prognosis of operations for cord tumors de- 
pends upon the level of the neoplasm and whether 
it is situated in front of or behind the cord. 

In the discussion of this paper, ROBINEAU stated 
that he has performed twenty-four epidural lam- 
inectomies with a mortality of 4.1 per cent and 
forty-nine intradural laminectomies with a mortality 
of 10.2 per cent. W. A. BRENNAN. 


PERIPHERAL NERVES 


Heyman, C. H.: The Stoffel Operation for Spastic 
Paralysis; with a Report of Thirty-Seven Cases. 
Ohio State M. J., 1924, XX, 351. 


The Stoffel operation was done ninety-one times 
in the treatment of thirty-seven cases of spastic 
paralysis. The author is convinced that in properly 
selected cases this procedure offers the greatest hope 
of improvement. Mental impairment is not a contra- 
indication and frequently is benefited when the con- 
tractures are corrected. The condition is due to a 
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destructive lesion in the corticospinal tract which 
interferes with normal inhibitory cerebral impulses, 
causing excessive contraction and spasticity of the 
affected muscles with deformity. The operation is 
based on the facts that nerve bundles maintain a 
constant relation toward one another within a nerve 
trunk, that fibers supplying separate muscles or 
groups of muscles can be identified by electrical 
stimulation, and that 2- or 3-in. segments of nerve 
fibers can be resected. The number of fibers that 
should be resected is dependent upon the severity of 
the contracture. If this is properly estimated, 
equilibrium between flexor and extensor muscle 
groups may be restored. Operation has been done on 
the median, sciatic, obturator, and internal and ex- 
ternal popliteal nerves. If structural shortening has 
occurred, the contracture persists under deep anzs- 
thesia and tendon lengthening must be done. 

The operation is most suitable for contractures 
localized in definite muscle groups, and is not in- 
dicated in cases showing diffuse spasm of an entire 
extremity. It should not be used in cases of athetosis, 
progressive diseases, or hopeless idiocy. The results 
have been best in contractures of the thigh and leg. 
The operation is not intended to replace other 
measures such as tenotomy and tendon transplanta- 
tion, but in properly selected cases of spastic paraly- 
sis it is one of the best methods of improving 
function, L. M. Zimmerman, M.D. 


SYMPATHETIC NERVES 


Kappis, M.: The Operative Treatment of Angina 
Pectoris (Die operative Behandlung der Angina 
pectoris). Med. Klin., 1923, xix, 1658. 

The author briefly reviews twenty-one operations 
for angina pectoris which have been described in the 
literature, and reports an operation of his own, 
mentioning the difficulty of methodical surgical 
treatment due to our lack of knowledge of the 
anatomical changes and physiological processes giv- 
ing rise to the pain. According to the theory most 
generally accepted, the sensory impulses from the 
heart and aorta are conducted by way of the cardiac 
nerves to the first thoracic and the three cervical 
ganglia of the sympathetic nervous system, and 
through these to the spinal cord and brain. 

Up to the present time five surgical procedures 
have been employed in the treatment of angina 
pectoris: (1) removal of the two lower cervical 
ganglia and of the first thoracic ganglion of the 
sympathetic on the left side, (2) removal or exclusion 
of the superior cervical ganglion of the sympathetic 
on the left side, (3) removal of the first thoracic 
ganglion and all of the cervical ganglia on the left 
side, (4) division of the depressor nerve on one or 
both sides, and (5) removal of the superior and 
middle cervical ganglia of the sympathetic and 
division of the depressor nerve on the left side. 

Each of these procedures appears to have perma- 
nently relieved the pain, but in a few cases in which 
operation was performed on the superior sympa- 
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thetic or a unilateral vagus operation was done slight 
pain persisted. Moreover, the patient operated on 
by the author, while remaining free from the radiat- 


ing pain in the left arm, suffered a return of pain in ~ 


the thorax and gastric region after four months, 
despite the fact that the entire left cervical sympa- 
thetic, including the first thoracic ganglion, was 
removed. It appears, therefore, that none of the 
operations on the sympathetic—at least none of the 
unilateral operations—attacks the cause of the 
trouble. 

The author discusses the various theories ad- 
vanced as to the course of the nerve fibers which 
conduct the sensation of pain. From the fact that 
the operations mentioned have stopped the pain he 
concludes that surgery is justified when appropriate 
internal treatment continued for a sufficient length 
of time fails to give relief and provided the condi- 
tion of the heart allows operation. It is still an open 
question whether, in attacks of angina pectoris 
which threaten life, the patient should be operated 
on as early as possible. The acute danger of an 
attack can be removed by the paravertebral injec- 
tion of from 30 to 4o c.cm. of 0.5 per cent novocaine- 
adrenalin solution in the lower part of the cervical 
spine. This method may prove of value for the 
determination of pain conduction. 

The author advocates early operation in angina 
pectoris due to vasomotor or nervous causes. He 
operates first on the left sympathetic with removal 
of the first thoracic and all three cervical ganglia. 
If the pain radiates to the neck and occiput, the 
superior cervical sympathetic should be removed. 
It remains undecided whether, in some cases, it may 
not be better to remove the depressor nerve. 
Instead of simultaneous operation on the sympa- 
thetic and depressor, the author proposes _peri- 
arterial sympathectomy and removal of the common 
vascular sheath of the depressor and descendens 
hyperglossi. The danger of the operation is slight, 
particularly if local anesthesia is used. 

In conclusion Kappis discusses changes in the 
blood pressure. In most cases the blood pressure 
falls after operation. HELLER (Z). 


Drevermann, P.: The Operative Treatment of 
Trophic Disturbances by Periarterial Sym- 
pathectomy (Zur operativen Behandlung tropisch- 
er Stoerungen mit der periarteriellen Sympathekto- 
mic). Muenchen. med. Wchnschr., 1923, \xx, 1358. 


Even after the elimination of the etiological factor, 
cases of varicose ulcer show signs suggesting a dis- 
turbance of vascular tonus. Therefore in eight 
cases the author included in the operation for the 
varices a periarterial sympathectomy on the femoral 
artery. This did not appear to hasten the healing 
of the ulcers, but by relieving the angiospasm 
of the arterioles, caused immediate cessation of the 
pain, 

Similar phenomena were noted in a case of very 
painful roentgen ulcer of the hand. A noteworthy 
effect exerted by periarterial sympathectomy on the 
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healing of chronic ulcerative processes can be ex- 
pected only in cases in which the factor chiefly re- 
sponsible is an angiospastic condition. Srant (Z). 


Placintianu, G.: Investigations on Wound Healing 
and Transplantation After Sympathectomy 
(Versuche ueber Wundheilung und Transplantation 
nach Sympathektomie). Arch. f. klin. Chir.. 1924, 
cxxviii, 248. 

By the end of the eighth day after unilateral re- 
section of the cervical sympathetic in rabbits, a 
difference was observed between the normal and the 
sympathectomized side in skin defects made in the 
ears. The epithelialization was more advanced on 
the sympathectomized side than on the normal side, 
and on microscopic examination the side operated 
upon showed more newly formed capillaries, wider 
old capillaries, more abundant granulations, greater 
dilatation of the lymphatics, and, in marked contrast 
to the side not operated upon, no tissue necrosis. 
Sympathectomy caused definite signs of hyperemia 
and more rapid regeneration. Staut (Z). 


MISCELLANEOUS 


Rolleston, Sir H., Holmes, G., Scott, S., and 
Others: Discussion on Vertigo. Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Med., Neurol., 
Ophth., & Otol., 1. 


ROLLESTON discussed the subject of vertigo from 
the standpoint of the physician as apart from that of 
the otologist or neurologist. 

That toxic, vascular, and functional disturbances 
at the cortical end of the vestibular system may 
cause vertigo appears evident from the occurrence 
of vertigo as an aura in epileptics in the absence of a 
convulsion. It is suggested also by the analogy of 
migraine and the occasional alternation of migraine 
and vertigo. 

With regard to the manner in which general dis- 
ease and visceral disorders affect the vestibular 
apparatus, the following conditions were mentioned: 

1. Anaphylactic conditions affecting the semi- 
circular canals. 

2. Endocrine disorders which induce vertigo by 
modifying the vasomotor conditions in the vestib- 
ular labyrinth. 

3. Gastro-intestinal disturbances. These may 
give rise to vertigo either reflexly through the brain 
stem by causing a fall in the pressure of the fluid in 
the vestibular labyrinth or by generating poisons 
which act directly upon the vestibular system. 

4. Arterial disease. The association of disease of 
the arteries with vertigo may be the result of high 
blood pressure causing increased pressure of the 
intralabyrinthine fluid or of vascular spasm of the 
vestibular artery or the cerebellar, pontine, or cere- 
bral arteries. When arteriosclerosis is combined 
with renal disease, vertigo may be due to increased 
exudation of fluid in the semicircular canals corre- 
sponding to oedema elsewhere, changes in the vestib- 
ular nerve comparable to those in the optic nerve, 
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the action of uremic poisons, or uremia of the brain 
stem, cerebellum, and cortex. In malignant endo- 
carditis, embolism of the vessels of the labyrinth 
may cause vertigo by modifying the conditions in the 
semicircular canals. 

_ 5. Laryngeal vertigo. This condition has been 
explained as: (a) a form of epilepsy, (b) the result of 
impulses spreading from the vagus nucleus to that 
of the vestibular nerve, and (c) the result of the 
sudden increase of pressure in the semicircular canals 
or small extravasations secondary to violent expir- 
atory efforts. 

6. Blood diseases. Both anemia and erythremia 
may cause giddiness. The latter probably affects the 
vestibular labyrinth while the former may affect 
either the semicircular canals or the medullary 
centers and cortex. Leukamia causes infiltration of 
the semicircular canals with resulting hemorrhage. 

Homes discussed vertigo from the neurological 
standpoint, dividing it into three types: (1) that due 
to local cerebral lesions, (2) that due to diffuse 
cerebral lesions, and (3) that occurring as a symptom 
in other nervous diseases. 

The local lesions causing vertigo are: (1) those of 
the posterior fossa, and (2) those of the forebrain. 

The posterior fossa lesions are: (1) lesions of the 
intracranial portion of the vestibular nerve, and (2) 
diseases of the portions of the central nervous system 
which are intimately though indirectly connected 
with the labyrinths, such as parts of the medulla, 
cerebellum, and midbrain. 

The lesions of the forebrain are those that involve 
the cortex or subcortical white matter. 

The diffuse cerebral lesions are: (1) cerebral 
arteriosclerosis, (2) anemia, (3) other affections of 
the cardiovascular system, (4) cerebral concussion, 
(5) lesions due to the effect of poisons, such as alcohol, 
on the nervous system. 
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The other nervous diseases which cause vertigo 
are epilepsy and migraine. 

Scott, discussing vertigo from the otological 
aspect, mentioned possible peripheral causes such as 
infective labyrinthitis, labyrinthine irritation from 
middle ear disease, auditory nerve tumor, ossicular 
ankylosis, especially unilateral, and inefficiency of 
the eustachian tube. 

FISHER spoke from the ophthalmological aspect, 
stating that the part played by the eyes in the main- 
tenance of equilibrium depends in the main upon 
the function of the internal and external ocular 
muscles. 

DunDAS-GRANT, in discussing the difficulty of 
diagnosis in cases of suspected Méniére’s disease, 
cardiac syncope, laryngeal syncope, and petit mal, 
said that if small doses of quinine do not cause a 
diminution of the vertigo in unilateral cases the 
cause is probably not in the semicircular canal. He 
believes that quinine equalizes the influence of the 
two labyrinths by its sedative action on the sound 
labyrinth. 

He spoke also of some recent experiments which 
have been made with regard to the action of the 
sympathetic nerve on the circulation in the laby- 
rinth and the consequent changes in responsiveness 
of the labyrinth to caloric tests. Both the vertebral 
arteries were blocked up where they entered the 
skull and one carotid canal was tied, the circle of 
Willis being therefore supplied by only one carotid. 
The rapidity of response to the caloric test was 
then determined in the ear of the same side as the 
open carotid and the time required to induce 
nystagmus was noted. When the sympathetic in 
the neck was stimulated on that side, contraction of 
the blood vessels resulted, and a much longer time 
was required for the induction of nystagmus. 

Otto M. Rort, M.D. 


SURGERY OF THE CHEST 


TRACHEA, LUNGS, AND PLEURA 


Jackson, C.: Indications for Bronchoscopy. Ann. 
Surg., 1924, 1xxx, 136. 

In cases of lung abscess thoracotomy should 
never be delayed in order that bronchoscopic 
therapy may be given a trial. When external opera- 
tion is postponed for other reasons, bronchoscopic 
aspiration may be used both for diagnosis and 
treatment. When suppuration is due to a foreign 
body, removal of the foreign body by means of the 
bronchoscope is frequently followed by recovery, 
but this is not true of postpneumonic and postin- 
fluenzal processes. 

Bronchoscopy is of value in localizing the suppur- 
ative process and ascertaining its cause. If operation 
is postponed, granulation tissue may be removed 
and pus aspirated through the bronchoscope as fre- 
quently as necessary. Bronchoscopy renders possi- 
ble also the early diagnosis of malignancy of the 
lung. L. M. Zimmerman, M.D. 


Baillet, L.: Measurement of the Intrapleural 
Pressure in Artificial Pneumothorax (Mesure 
de la pression intrapleurale dans le pneumothorax 
artificiel). J. de med. de Bordeaux, 1924, Ci, 381. 


The three principal causes of error in the measure- 
ment of intrapleural pressure in artificial pneumo- 
thorax are: (1) an incorrect conception of the 
physiological aspects of the phenomenon; (2) mis- 
understanding of the more elementary laws of phys- 
ics; (3) defective apparatus. 

Instead of resembling a rubber balloon with elastic 
walls in which the volume increases with the pres- 
sure or inversely according to a known law, artificial 
pneumothorax does not have a fixed volume and 
pressure because the cavity walls (mediastinum, 
thorax, and lung) are extensible but not elastic. 
Large quantities of gas may be introduced without 
raising the pressure; they only compress the lung, 
depress the diaphragm, or push in the mediastinum. 
The intrapleural pressure is not static but dynamic, 
and varies with respiration without a moment’s 
repose. Equilibrium would necessitate a period of 
apnea which is not permissible. Therefore only 
a graphic registering instrument, not a manome- 
ter, ag demonstrate the pressure conditions accu- 
rately. 

The water manometer deforms and amplifies the 
oscillations. The intrapleural pressure is increased 
by the capacity of the apparatus and the latter may 
be equal to or even greater than the intrapleural 
pressure. Such an instrument would not be satis- 
factory for negative pressures. Manometers that 
deaden the oscillations by a pointer or a viscid 
liquid are also unsatisfactory. 


Baillet summarizes his article as follows: 

1. The volume of the artificial pneumothorax 
cavity varies constantly because of respiration, de- 
formities caused by the artificial pneumothorax 
itself (compression of the lung, depression of the 
diaphragm, deviation of the mediastinum), and the 
absorption and gaseous exchange which modify the 
composition of the mixture. 

2. Variations of volume cause continuous changes 
in pressure. Therefore, not a manometer (which re- 
quires static equilibrium), but a graphically regis- 
tering (dynamic) instrument is necessary to record 
the pressure at each moment’s variation and to 
study the intrapleural pressure. 

3. The graph represents almost the normal res- 
piratory curve. Inspiration covers one-third and ex- 
piration two-thirds of the period. 

4. A deadener placed on the tambour of the 
instrument reduces the oscillations to a barely per- 
ceptible undulating line and divides the respiratory 
curve into two almost equal parts, which is erron- 
eous. 

5. The measurement of intrapleural pressure by 
a manometer (static) is inaccurate as the volume 
is constantly changing. 

6. Measurement of the pleural pressure with a 
manometer deadened by a large branch, pointer, or 
viscid liquid gives a figure which is integrated peri- 
odically in the graph but would not be expressed by 
it alone. 

7. If it is necessary to obtain a figure, the maxi- 
mum pressure at the end of expiration is best de- 
termined because (a) expiration being passive, the 
maximum pressure is less variable than the mini- 
mum and easier to read, and (b) the form of the 
graph shows that the last half of expiration more 
nearly approaches equilibrium when the errors due 
to the inertia of the instrument are diminished. 
The pressure should be taken with a Marey sealed 
tambour or an aneroid metallic manometer. 

In Baillet’s opinion the Kuess curves of the vari- 
— of intrathoracic pressures are of no scientific 
value. 

In conclusion the author states that instead of 
controlling artificial pneumothorax by a single ex- 
amination of the intrathoracic pressure an X-ray 
examination should be made as often as possible or 
the method of tracings employed. 

Wa ter C. Burkert, M.D. 


Schlaepfer, K.: Ligation of the Pulmonary Artery 
of One Lung with and without Resection of 
the Phrenic Nerve. Arch. Surg., 1924, ix, 25. 


By placing the lung permanently at rest, ligation 
of one pulmonary artery, with or without phreni- 
cotomy, induces fibrosis and thus permanently con- 
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trols foci of infection. Since the procedure is rela- 
tively free from shock it is a safe preliminary to a 
second-stage lobectomy or pneumectomy. The 
intact lung assumes the entire respiratory function 
and expands by pushing the mediastinum toward 
the side operated upon. When phrenicotomy is done, 
the gradual elevation of the paralyzed diaphragm 
compresses the diseased lung more and more. As 
the mediastinum is the only movable structure, 
expansion of the intact lung takes place without 
deformity. Witiiam E. SHACKLETON, M.D. 


MISCELLANEOUS 


Martin, G. E.: Application of the Bronchoscope in 
the Diagnosis and Treatment of Certain 
Affections of the Chest. Edinburgh M. J., 1924, 
n.s. xxxi, Tr. Med.-Chir. Soc. Edinburgh, 129. 


The author comments on the large number of 
cases of foreign bodies in the bronchus reported in 
America as compared with the relatively few re- 
ported in Europe. He believes that a great many 
such cases are unrecognized. 

The symptoms of a foreign body are largely 
clinical. The old classical signs—attacks of choking, 
the laryngeal click, and the sounds caused by a loose 
body in the trachea—are rare. The author stresses 
the importance of a careful study of the X-ray 


picture in all cases presenting clinical evidence of 
foreign body in the bronchus. In those in which the 
roentgenogram is indefinite the bronchoscope should 
be used in the diagnosis. 

Bronchoscopic examination is advisable under the 
following conditions: 

1. When the history, symptoms, and X-ray find- 
ings indicate the presence of a foreign body in the 
bronchus. 

2. When, with a positive history, there are phys- 
ical signs of a non-opaque foreign body in the 
bronchus which cannot be detected by the X-ray. 

3. Cases of bronchiectasis. In these, the use of 
the bronchoscope is indicated to exclude the presence 
of a foreign body and for the administration of local 
treatment. 

4. Cases which show the physical signs of tuber- 
culosis but not the presence of tubercle bacilli. 

5. Cases of dyspnoea due to non-obvious diseases 
of the lung. 

6. Tracheal or bronchial stenosis. 

In the bronchoscopic treatment of the bron- 
chiectatic cavity the author uses absolute alcohol. 
This sets up a slight irritation which seals together 
the walls of the cavity. 

No cures have been reported, but after one treat- 
ment the patient seems greatly benefited. 

SHIRLEY C. Lyons, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Mackenzie, K.: The Repair of Large Abdominal 
Herniz by Muscle Transplantation. Brit. J. 
Surg., 1924, xii, 28. 

From the point of view of operative treatment, 
cases of abdominal hernia may be divided into two 
classes: (1) those in which, after free dissection, 
layers of sound fascial and muscular tissue can be 
sutured to close the gap, and (2) those in which the 
defect is too great for approximation of the margins, or 
the tissue around the hernia will not bear the strain. 

The second class presents a difficult surgical prob- 
lem. Wire filigree has been employed with excellent 
results in some cases, but the trend of modern 
surgery is away from the use of such material. 
Massive free transplants of fascia lata or lacing 
with strips of fascia have been successful but 
pedicled grafts are better. 

The author reports a case of ‘enormous post- 
operative abdominal hernia in which a greater part 
of the wall of the left lower quadrant of the abdomen 
had been destroyed. Operation was performed 
under combined spinal and nitrous oxide-oxygen 
anesthesia. After a large mass of unhealthy skin 
had been removed, the margins of the opening were 
identified, the intestines were replaced, and the 
peritoneal cavity was closed. The tensor fascie 
femoris muscle was then dissected free in the thigh, 
a margin of 114 in. being left at its lower and lateral 
borders and special care being taken to preserve the 
netve and vascular supply. The muscle was then 
swung upward and forward to fill in the opening, 
the fascial fringes overlapping the adjacent abdom- 
inal fascia by fully an inch. The graft was fixed 
by interrupted sutures of heavy chromic gut. The 
thigh wound was closed without drainage but a 
rubber tissue drain was placed in the abdominal 
wall. A small localized.infection developed but soon 
cleared up. Today, four months after the operation, 
the abdominal wall is sound and there is every indi- 
cation of a permanent cure. 

The method described is of value for the most 
advanced types of inguinal hernia and for large 
postoperative hernie below the umbilicus. 

Cyrit J. Graspet, M.D. 


D’Arrigo, A.: The Regression of Peritoneal Tuber- 
culosis Following Laparotomy: Histological 
and Bacteriological Investigations (Contributo 
allo studio del processo intimo di regressione del 
tubercolo peritoneale in sequito alla laparotomia: 
ricerche istologiche e batterioscopiche). Ann. ital. di 
chir., 1924, iii, 248. 


In 1874 an incorrect diagnosis led Spencer Wells 
to perform a laparotomy in a case of tuberculosis of 


the peritoneum. To his surprise the patient was 
cured. Since then, this treatment has become gener- 
ally adopted but sometimes it fails. 

Lauenstein states that the cure is due to the 
bactericidal properties of the light, and von 
Moorhof that it is due to the action of the air 
(oxygen). Nassauer, d’Urso, and Franqué ascribe it 
to the hyperemia and trauma caused by the opera- 
tion, and Hildebrand to the quick drainage of the 
ascitic fluid. Theilhaber said: “The relief of pres- 
sure over the mesenteric veins and the subsequent 
formation of new adhesions prevent the return of 
the fluid and undoubtedly have a defensive action 
against the tuberculous process.”’ 

Following experimental investigations, d’Urso, 
Bumn, Nannotti, and Baciocchi reported the 
presence of fibrous changes, and Kirschensky and 
Stechegoloff described an inflammatory reaction 
due to the surgical intervention which resulted in 
the new formation of connective tissue. Kahlden is 
of the opinion that these neoformations are due to 
the disappearance of the bacilli. Mazzoni dis- 
covered around and within the tubercles an infiltra- 
tion of leucocytes which later became superseded 
by fibrous tissue. Gatti did not find any lymphoid 
cells, but discovered a type of epithelial cell in a 
state of degeneration. 

D’ Arrigo had the opportunity to study the histo- 
logical and bacteriological changes occurring in a 
case which was operated upon in 1921 and re-oper- 
ated upon one year later for eventration. 

The pathological findings made at the first oper- 
ation were thickening of the parietal and visceral 
peritoneum and the presence of a large number of 
miliary tubercles. The microscope revealed numer- 
ous tubercles in different stages of development, 
most of them showing giant cells and some of them 
with centers of caseous and coagulation necrosis. 
Tubercle bacilli were present in the peritoneum in 
large numbers and a few were found in the ascitic 
fluid. At the second operation fibrous thickening 
of the peritoneum was found but no adhesions or 
ascitic fluid, and on microscopic examination the 
peritoneum appeared less thick than formerly but 
showed exuberant fibrous tissue and tubercles in 
the following four phases: 

1. Tubercles circled by a zone of dilated capil- 
laries and infiltrated with hematids. The center 
was occupied by lymphocytes, plasma cells, and 
fibroblasts. In this period the main elements of the 
— vary in shape and do not take the stain 
well. 

2. Tubercles showing necrosis (caseous degener- 
ation), a few giant cells, and hematids. 

3. Tubercles in which the lymphogranulomatous 
zone had been replaced by connective tissue which 
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nat invaded and destroyed the epithelial and giant 
cells. 

4. Tubercles which had lost their typical form 
and had become impregnated by fibrous tissue. 

In the first period the bacilli appear normal. In 
the second they are seldom seen and are in spherical 
or granular degeneration. In the third stage a few 
are still present, but in the last stage they have 
completely disappeared. 

D’ Arrigo draws the following conclusions: 

1. There are forms of tuberculosis of the peri- 
toneum in which laparotomy fails to effect a cure 
because the number of bacteria is too large. 

2. The opening of the abdomen produces intense 
hyperemia and hemorrhage followed by necrosis of 
the tubercles and the invasion of fibrous tissue. 

3. During the involution phase of the tubercles 
the bacilli do not undergo any change, but when the 
necrosis and fibrous process begin they assume the 
so-called granular form in which they remain 
dormant. 

4. The fibrous infiltration results in definite 
healing with complete disappearance of the bacilli. 

5. Occasionally laparotomy may cure _tuber- 
culous peritonitis with very numerous tubercles. 

Muro, M.D. 


Higgins, T. T., and Lloyd, E. I.: Mesenteric Cysts: 
With a Report of Two Cases. Brit. J. Surg., 1924, 
xii, 95. 

One of the authors’ patients was a boy 5 years of 
age. Drainage of the cyst, which was very large, 
was followed by recovery. The other was a woman 
45 years old who first noticed the tumor eighteen 
years previously. In this case the cyst was success- 
fully removed. 

These cysts, like the majority, were probably 
embryonic (wolffian) remnants, but the theory that 
some true mesenteric cysts arise primarily as 
diverticula of the alimentary tract must be accepted. 
The authors agree with Cunéo that many of the ill- 
defined varieties of retroperitoneal and mesenteric 
cysts should be called “paraperitoneal cysts.” 

Oscar E. NaApEAu, M.D. 


GASTRO-INTESTINAL TRACT 


Lyons, J. H.: Linitis Plastica. Surg., Gynec. & Obst., 
1924, XXXiX, 34. 

The author studied thirty-eight cases observed 
at the Mayo Clinic in which the diagnosis of linitis 
plastica or leather-bottle stomach was made at 
operation. The walls of the stomach were thickened 
and hard, and had lost their elasticity. In twenty-five 
cases specimens were obtained at operation for 
microscopic study. Fourteen of the twenty-five 
specimens were diagnosed as small-cell carcinoma. 
Six others were diagnosed as non-malignant. Two 
of the latter were reported as an inflammatory con- 
dition; one as diffuse gastritis with marked thicken- 
ing of the musculature, especially at the pylorus; 
one as fairly marked fibrosis and thickening of the 
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wall; one as ulcer and marked thickening of the 
submucosa and muscularis with marked round-cell 
infiltration and fibrosis; and one as a single sim- 
ple shallow ulcer and extensive fibrosis extending 
through the serosa. The six patients whose condi- 
tion was believed non-malignant died shortly after 
operation. Further microscopic study of the oper- 
ative specimens revealed small-cell carcinoma in all, 

In the remaining five cases the operative diagnosis 
was linitis plastica but microscopic examination 
revealed lesions other than small-cell carcinoma. 
The microscopic diagnoses were syphilis, simple 
gastric ulcer, simple muscular hypertrophy, adeno- 
carcinoma, and colloid carcinoma in one case each. 

Various lesions may produce almost identically 
the same gross picture; such, for example, as the 
thickened “‘gristly’’ stomach described by Brinton. 
This probably explains the difference of opinion as 
to whether linitis plastica is benign or malignant 
and accounts also for the variation in the results of 
surgical procedures. 


Kalima, T.: Pathologico-Anatomical Studies on 
the Gastritis of the Ulcer Stomach and Some 
Observations on the Pathogenesis and Patho- 
logical Anatomy of Gastric Ulcer (Pathologisch- 
anatomische Studien ueber die Gastritis des 
Ulcusmagens nebst einigen Bemerkungen zur Patho- 
genese und pathologischen Anatomie des Magen- 
geschwueres). Arch. f. klin. Chir., 1924, cxxviii, 20. 


This article is based on fifty resection specimens 
at the Kiel clinic, forty-two of which were obtained 
by Billroth operations (chiefly the Billroth 1) and 
eight by transverse resection. The length of the 
specimens ranged from 6 to 12 cm. Thirty-one of 
the ulcers were situated on the lesser curvature, 
three in the pylorus, and three in the duodenum. 
In-thirteen cases the lesions were multiple. In six 
cases the clinical symptoms had been present for 
two years or less, and in all of the others for more 
than two years. In six cases hyperacidity had been 
present; in thirty-two, normal acidity or hypo- 
acidity; and in four, anacidity. In eight of the case 
records the acidity was not given. 

Gastric changes such as-hyperplasia, round-cell 
and plasma-cell infiltration, numerous lymph folli- 
cles, metaplasia of intestinal epithelium, atrophy, 
sclerosis, etc., were found in the distal portions of the 
stomach, particularly in the region of the lesser 
curvature, in all cases, but were present in the corpus 
in only from one-third to one-half of them. In the 
author’s opinion, hypertrophic and atrophic changes 
are merely different stages of the same process. 

A characteristic of ulcer gastritis is the presence 
of numerous lymph follicles and frequent follicu- 
lar erosion. In carcinoma gastritis these are less 
marked. The theory that increased hydrochloric acid 
production in ulcer is due to hypertrophy of the 
specific glandular cells found no confirmation in these 
studies. In gastric ulcer as well as in gastric cancet 
there are no positive pathological anatomical char- 
acteristics for the different conditions of secretion. 
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Among the findings differentiating carcinoma 
gastritis from ulcer gastritis are the precarcinoma- 
tous cell forms—Hauser’s new cell type. Metaplasia 
of intestinal epithelium is found chiefly in the most 
changed regions of the stomach but not in the 
regeneration zone of the ulcer scar. Therefore this 
metaplasia is to be regarded as a sign of gastritic 
degeneration not as a regeneration product. 

Many factors indicate that ulcer gastritis is a 
primary condition and an etiological factor in the 
development of ulcer. It is apparent, however, that 
ulcer and ulcer gastritis may establish a vicious 
circle. With the exception of one case, the gastritic 
changes in the specimens studied had caused irrep- 
arable changes in the mucous membrane. All of 
these findings taken together indicate that the best 
treatment is exclusion of the most severely affected 
portion of the stomach by one of the Billroth proce- 
dures. Transverse resection is comparatively un- 
satisfactory and gastro-enterostomy least satisfac- 
tory. HELLER (Z). 


Paterson, H. J., Willcox, Sir W., Burgess, A. H., and 
Others: Discussion on the Treatment of 
Severe Gastric and Duodenal Hzmorrhage. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Surg., 
Med., Therap., & Pharmacol., 1. 


PaTERSON: Hemorrhages from gastric and 
duodenal ulcers may be classified in two distinct 
groups, viz., acute hemorrhages, and chronic or 
recurrent hemorrhages. 

In acute hematemesis the collapse induced by 
the loss of blood is favorable for the arrest of the 
hemorrhage but unfavorable for surgical inter- 
vention. Usually the bleeding can be arrested by 
medical treatment. If medical treatment fails, 
surgical interference is not apt to be of aid. 

Most clinicians are agreed that the mortality 
from hemorrhage in cases of gastric and duodenal 
ulcer treated medically is under 5 per cent. In the 
tables compiled by Paterson it is 3.8 per cent. Lind- 
berg tabulated eighty-three cases operated upon 
immediately in which there were thirty deaths, a 
mortality of 36 per cent. Later statistics from 
London hospitals showed a mortality rate of 36.8 
per cent in cases treated by operation. 

The important points in the medical treatment 
are the following: 

1. Rest in bed. The patient should be kept 
absolutely still, no movement of even the arms or 
legs being permitted. 

2. Tripier’s injections of hot water by rectum 
and of saline solution at a temperature of from 120 
to 139 degrees F. 

3. The application of an ice pack to the abdomen. 

4. Dietary treatment. Nothing should be given 
by mouth for at least four days. At the end of that 
ume feeding may be begun with teaspoonfuls of 
iced milk and egg, and this amount gradually 
increased. A milk diet should be given for two 
months. Thereafter some diluted beef essence may 
be added to the dietary. 


5. Small doses of morphine. 

6. The subcutaneous daily injection of a 10 per 
cent solution of sterile gelatin in doses of 40 c.cm. 

7. If vomiting or hematemesis continue, very 
gentle lavage of the stomach with warm water 
followed by a dose of crystalline bismuth subnitrate 
given through a tube. 

When the patient has recovered from the result- 
ing anemia, operation should be performed to pre- 
vent recurrence. The interval between the hemor- 
rhage and operation should be at least three months. 

In cases of chronic or recurrent haemorrhage 
operation should usually be deferred for two or 
three months after the last hemorrhage, according 
to the patient’s condition, and medical treatment 
should be given in the meantime. An important 
detail in the medical treatment of chronic or 
recurring hemorrhage pending operation is regular 
gastric lavage. 

Of the operative measures, gastrojejunostomy is 
the simplest and safest procedure and in the great 
majority of cases may be relied upon to prevent 
recurrence of the hemorrhage. Hemorrhage is not 
an indication for resection of the stomach. If more 
than gastrojejunostomy is considered advisable, 
infolding of the ulcer or its cauterization by the 
Balfour method is safer than resection and equally 
efficacious. 

Careful and prolonged medical treatment after 
operation is as important as medical treatment 
before operation. 

With the combination of medical treatment 
followed by gastrojejunostomy the mortality rate 
from hemorrhage in gastric or duodenal ulcers should 
not exceed 4 per cent, and freedom from recurrence 
may be expected in go per cent of the cases. 

Frequently the wisest and only safe course is 
inaction, but this is always difficult. Anyone can 
try to do something, but it is the strong man who 
refuses to be tempted into taking risks which he 
believes can serve no useful purpose. 

WILLcox: Gastric and duodenal hemorrhages 
are due to so many different causes that no routine 
method of treatment can be laid down. Though 
gastric and duodenal ulceration are responsible for 
many of the severe cases, it would be unsafe to 
assume that the treatment to be adopted in a severe 
case of hemorrhage should be that for a bleeding 
septic ulcer. Each case must be treated according 
to its etiology. Some of.the most severe cases of 
gastric hemorrhage have been due to such condi- 
tions as cirrhosis of the liver, splenic anemia, gastric 
erosions, gastrostaxis, and chronic toxemia. In 
these, the treatment usually given for bleeding 
septic ulcer was often contra-indicated. 

It is generally agreed that nothing should be. 
given by mouth in the first two or three days follow- 
ing the hemorrhage. The stomach is probably full 
of blood more or less partially digested, and until 
this is evacuated it is useless to attempt giving either 
food or drugs by mouth. About 15 oz. of normal 
saline solution to which 4 per cent glucose has been 


the 
cell 
im- 
ing 
di- 
ter 
er- 
all. 
Isis 
ion 
na. 
ple 
no- 
ch. 
lly 
the 
on. 
as 
int 
of 
on 
me 
10- 
des 
ho- 
en- 
20. 
ns 
ed 
nd 
he 
of 
re, 
m. 
six 
for 
en 
Ase 
ell 
lli- 
ly, 
he 
ser 
he 
zes 
ess 
cid 
he 
ese 
cer 
ar- 
yn. 


382 


added should be administered by rectum every six 
hours. Willcox doubts the value of applying ice 
bags to the epigastrium. 

Morphine is undoubtedly a powerful remedy in 
controlling peristalsis and is commonly given hypo- 
dermically in the acute stage of bleeding. In cases in 
which the hemorrhage is due to hepatic cirrhosis, it 
must be borne in mind that the patient is very 
susceptible to the toxic effect of morphine and its 
derivatives and that even an ordinary dose of 1% 
gr. may be fatal. In cases with chronic nephritis 
the same contra-indication is present. 

Promotion of coagulation of the blood is of value 
in controlling bleeding. The most rapid effect is 
obtained by injecting into the buttock 1 gr. of 
calcium chloride dissolved in 100 minims of distilled 
water. If necessary, this dose may be repeated after 
three or four days. 

Serum injections such as 20 c.cm. of horse serum 
given subcutaneously appear to increase the co- 
agulating power of the blood. 

A transfusion of 500 c.cm. of blood is of value 
not only in counteracting collapse from gastric and 
duodenal hemorrhage, but apparently also in ar- 
resting hemorrhage by increasing the coagulability 
of the blood. 

In the acute stages of gastric and duodenal 
hemorrhage it is doubtful whether local hemostatics 
are of any value. Adrenalin chloride by mouth has 
been recommended. To obtain efficient action it is 
necessary to wash out the stomach and remove the 
sanguinous contents before introducing the adre- 
nalin chloride. 

When there is a history of symptoms extending 
over many months or years it is inadvisable to 
attempt medical treatment. 

Burcess: Severe hemorrhage from the stomach 
or duodenum should not be treated surgically 
unless it seems probable that the cause is a gross 
local lesion of one or the other of these viscera. 
Profuse hemorrhage from chronic gastric ulcer, 
being due to the erosion of a large artery, is usually 
quickly fatal, but if it is arrested does not show the 
tendency to early and repeated recurrence which is 
shown by hemorrhage from a duodenal ulcer. If 
it is not quickly fatal, there is usually time to im- 
prove the patient’s condition by medical treatment 
so that operation performed subsequently is done 
for the cure of gastric ulcer rather than for the 
arrest of hemorrhage. If operation is undertaken 
at all, it must be a direct and drastic attack on the 
bleeding ulcer—the separation of the lesion from 
the pancreas or liver and its destruction by excision 
or cauterization. 

Hurst believes that hemorrhage from gastric 
- and duodenal ulcers is far less often fatal than is 
generally supposed. The autopsy records of Guys 
Hospital, London, from ro11 to 1920 regarding fatal 
hemorrhages from an ulcer of the stomach or duo- 
denum in the absence of cirrhosis of the liver shows 
only twenty-eight cases (0.37 per cent of the 6,302 
autopsies performed during the ten years). As 
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about 600 cases were admitted during this period 
for hemorrhage from an acute or chronc ulcer, the 
mortality of severe gastric or duodenal hemorrhage 
is only about 2.5 per cent. 

The most important factor favoring the arrest of 
hemorrhage from the stomach and duodenum is 
complete immobility. Immobility of the patient 
keeps the blood pressure down, and immobility of 
the stomach prevents a newly formed clot from 
being dislodged. 

Hurst recommends the administration of mor- 
phine and atropine, complete starvation until there 
has been no bleeding for forty-eight hours, and lav- 
age of the stomach with ice water and its evacuation 
with Senoran’s evacuator, a dram of 1:1,000 adre- 
nalin being poured into the stomach as the tube is 
withdrawn. Large doses of oxide of magnesia are 
advisable to keep down the acidity and prevent 
digestion of the clot. 

The only indication for operation is the occurrence 
of severe and persistent hemorrhage in an elderly 
person with a long history suggesting the presence 
of a chronic ulcer and with arteries so degenerated 
that they are unlikely to contract sufficiently for 
satisfactory plugging by thrombosis. 

RowLanps: Most physicians and surgeons agree 
that operation is necessary for the treatment of 
chronic ulcers that bleed repeatedly and seriously. 
From the surgical point of view the important 
questions are when and how to operate. It is rarely 
wise to operate during a severe attack of bleeding or 
during the first attack. 

An important indication for operation is the 
recurrence of bleeding. This may occur while the 
patient is under medical treatment. 

The nature of the operation to be performed 
depends on the condition found and the patient’s 
general state. A haphazard gastrojejunostomy 
may not effect a cure. 

Whenever possible, the ulcer should be removed 
with the knife or the cautery. Otherwise it should 
be invaginated by sutures and the arteries feeding 
it should be tied. Howarp A. McKnicut, M.D. 


Schoenbauer, L., and Orator, V.: Late Results in 
Carcinoma of the Stomach (Spaetresultate bei 
Magencarcinomen). Wien. klin. Wchnschr., 1924, 
XXXvii, 79. 


After referring to the constant increase in car- 
cinoma of the stomach and its mortality, the 
authors discuss at length the treatment and the 
results obtained. 

Since 1915 all of the cases observed at the Vienna 
Clinic have been re-examined. Three hundred and 
seventy-eight of 432 patients (231 males and 156 
females) were operated upon. It was found that in 
twenty-five cases blood relatives of the patients had 
died from carcinoma of the stomach. The following 
types of operation were done: exploratory laparot- 
omy in 104 cases, jejunostomy in twenty-two cases, 
gastro-enterostomy in 104 cases, and resection 1 
157 cases. 


In the cases subjected to exploratory laparotomy 
the average duration of the disease previous to the 
patient’s admission to the hospital was estimated 
at seven and one-half months. The reasons for 
inoperability were complications, such as metas- 
tases in the lymph nodes at the hilum of the liver, 
in the pancreas, in the transverse colon, and at the 
root of the mesentery. Of the fifty-two patients 
subjected to exploratory laparotomy, forty-nine 
died, ten were alive six months after the operation, 
and the rest were alive after about three and one-half 
months. Three patients are still alive. In one of 
these the operative findings were an ulcer on the 
upper third of the lesser curvature which showed 
malignant degeneration and had perforated into the 
pancreas and formed metastases in the gastrocolic 
ligament and peritoneum. Roentgenography after 
four years revealed a healthy stomach. In another 
case there was an extensive hard carcinoma at the 
lesser curvature with metastases in the retroperi- 
toneal lymph nodes. After six and one-half years 
the patient is free from symptoms. 

Of the 104 gastro-enterostomies, eighty were of 
the posterior and twenty-four were of the anterior 
type. The postoperative mortality was 1o per cent. 
The striking feature in some cases was the fact that 
pulmonary and hepatic metastases developed imme- 
diately after the operation. 

Of the resections, twenty-nine were of the Billroth 
I type and 128 of the Billroth II type. In seventy- 
four of these cases there had been symptoms for 
thirty years. The operative mortality was 20 per 
cent. Most of the patients died from peritonitis. 

Of the eighty-five surviving patients from whom 
definite information was obtainable, twenty-three 
were still alive and these were examined clinically 
and roentgenologically. Of the patients with 
carcinomatous stenosis of the pylorus, 15 per cent 
are living; of those with non-stenosing carcinoma, 
10 per cent; of the nine with carcinoma at the 
greater curvature, only two (after three years); and 
of twenty-five with carcinoma at the lesser curva- 
ture, 36 per cent (after from three to six and one- 
half years). Accordingly, carcinoma of the lesser 
curvature has the most favorable prognosis. The 
histological findings gave no indications as to sur- 
vival. HELLER (Z). 


Stein, G., and Fried, E.: Investigations of Gastric 
and Pancreatic Function After Extensive 
Resection of the Stomach (Untersuchungen 
ueber Magen- und Pankreasfunktion nach aus- 
gedehnter Magenresektion). Wien. klin. Wchnschr., 
1923, XXXVi, 775. 


The authors report fifty-eight investigations on 
thirty-eight patients. In nine cases (seven of ulcer, 
one of carcinoma, and one of perigastritis) the 
secretory conditions of the stomach and duodenum 
were studied before and at various periods after 
operation. Seventeen cases (fourteen of ulcer and 
three of cancer) were studied only after operation. 
In seven cases the studies were incomplete. Five 
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persons with a normal stomach and intestines were 
used as controls. 

By means of a duodenal sound, gastric juice was 
obtained from the fasting or unstimulated stomach. 
The sound was then advanced into the duodenum 
to obtain duodenal juice. After this, a test meal 
was given, sometimes immediately and sometimes 
twenty-four hours later. The investigations with 
the duodenal sound were carried out so gently that 
it was possible to begin them as early as the third 
week after operation. Roentgen and histological 
examinations were also made. 

Acidity was determined by titration. The amount 
of pepsin was ascertained by the casein test; that of 
rennin by means of fresh milk obtained always from 
the same cow and with and without the addition of 
calcium chloride; that of trypsin in the duodenal 
juice by the casein test; and that of diastase by 
means of a 5 per cent starch solution by Wohlge- 
muth’s method. 

In the five control cases the quantity of free 
hydrochloric acid and the total acidity varied widely 
in juice from the fasting stomach, but in the test 
breakfast showed only slight variations. The ratio 
of pepsin to rennin was not constant. 

In the examinations made soon after operation, 
the stomach was found to contain a surprisingly large 
amount of greenish material of the consistency of 
pea soup and with the strong odor of sour vomitus. 
Absence of retention was demonstrated by the roent- 
gen ray, but there was increased secretion due to 
stimulation from section of the Popielski secretory 
fibers. This explains the relief experienced from 
careful introduction of the stomach tube a short 
time after operation. 

The secretory conditions in the stomach undergo a 
gradual change in the first two months after opera- 
tion and do not become stable until the end of that 
time. The early cases (within the first two months) 
showed a decrease in acidity, but entire absence of 
free hydrochloric acid in the fasting stomach was 
found in only six cases. In the five others it was 
present but showed distinct decreases at later ex- 
aminations. In the test meal, on the other hand, free 
hydrochloric acid was absent in every instance. 
The total acidity of the test meals was at first 
lower than that of juice from the fasting stomach, 
but later this relation seemed to be reversed. 

The same findings were made with regard to the 
ferments. In the early cases there was often as 
much pepsin as before operation, but the late cases 
showed less, and frequently none at all. The findings 
with regard to rennin were similar, but not entirely 
parallel. Examination of the duodenal juice re- 
vealed no injury to the pancreatic secretion from 
deficiency of hydrochloric acid. On the contrary, it 
was found that when the protein digestion was 
imperfect in the stomach, the pancreas functioned 
at least normally and in many cases its secretion 
was particularly rich in ferments. 

As it is recognized that the duodenal sound is an 
entirely inadequate and unphysiological stimulant 
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of the pancreas, the authors gave a test meal with 
the sound in position, but the investigations carried 
on in this manner have not yet proceeded far enough 
to warrant conclusions. The authors agree with 
Schoppe and Deloch that hypo-acidity and anacidity 
of the stomach set up compensatory hypersecretion 
and hyperchylia. A short time after operation the 
hydrochloric acid content of the stomach is consider- 
ably decreased while the pepsin and rennin contents 
are relatively high, particularly after a test meal. 
Conditions are satisfactory for pepsin activity, but 
for rennin activity they must be improved. Toinduce 
rennin activity the authors give 15 c.cm. of a 10 per 
cent solution of calcium chloride in % liter of milk. 
The milk becomes curdled within a short time, even 
in the resected stomach. 

The theory that gastric secretion is regulated by 
reflexes from the antrum is supported by the fact 
that increased activity of the juice and abundant 
secretion of fluid are set up by stimulation of the 
centripetal nerves by operative trauma and healing 
processes. When food is taken into the stomach and 
the impulse previously active is absent, the secre- 
tions become diluted and less effective. In the cases 
studied the pancreatic juice showed an increase in 
strength after resection of the stomach. On no 
occasion was pancreatic function found to be injured. 
The influence of section of the vagus nerve on the 
organs peripheral to the point of section was not 
determined. ZIPPER (Z). 


Inoue, H.: The Effect of Drugs on the Circular and 
Longitudinal Musculature in One and the 
Same Specimen of the Excised Small Intestine 
of the Rabbit (Ueber die Wirkung der Pharmaka 
auf Ring- und Laengsmuskulatur des ausgeschnit- 
tenen Kaninchenduenndarmes bei ein und demsel- 
ben Praeparate). Acta schole med univ. imp., Kioto, 
1923, V, 339- 

In a previous report the author described his 
method by which contractions of the circular and 
longitudinal muscle layers of one and the same 
specimen of the small bowel of the dog could be 
registered graphically at the same time. In this 
article he reports the action of various drugs on the 
two muscle layers. It is known that many drugs 
stimulate the uterine musculature and paralyze the 
muscle of the bowel, but the cause of this contrary 
action has not been satisfactorily explained. 

In the author’s experiments, quinine and santonin 
were found always to paralyze the longitudinal 
muscle, but first they temporarily stimulated the cir- 
cular muscle and then depressed it. The initial 
stimulation of the longitudinal muscle may be over- 
looked because of the relatively poor development 
of this layer. Antifebrin depresses both layers, but 
the longitudinal layer is more readily affected by it. 
Adrenalin, through sympathetic stimulation, very 
markedly depresses the longitudinal muscle but has 
little if any effect on the circular muscle. Cocaine 
acts directly on muscle, exerting a weak stimulating 
action and a stronger depressing action on the 
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mobility and tonus of the small bowel. The circular 
muscle is always stimulated, and by its contraction 
may cause a passive lengthening of the weaker 
longitudinal fibers. 

The effects of aconite are difficult to evaluate as 
this drug apparently exerts a double action. Through 
the sympathetic nerve endings, a depression of the 
longitudinal muscle is produced, but the direct 
action of aconite causes a stimulation of the circular 
muscle fibers. Nicotine acts simultaneously on both 
muscle layers, producing an initial paralysis followed 
by stimulation. Apparently it stimulates both 
sympathetic and parasympathetic motor endings. 
Atropine also affects both muscle layers simultane- 
ously, causing an immediate paralysis. Sometimes 
this paralysis is followed by a stimulation, particu- 
larly if a small dose of atropine was applied. The 
depressing action occurs apparently through the 
vagus fibers and the Auerbach plexus, and the stimu- 
lative action through the Auerbach plexus or the 
muscle itself. L. M. ZimMERMANN, M.D. 


Hughson, W., and Scarff, J. E.: The Influence of 
Intravenous Sodium Chloride on Intestinal 
Absorption and Peristalsis. Buill. Johns Hopkins 
Hosp., Balt., 1924, xxxv, 197. 


In clinical and experimental cases of intestinal 
obstruction Haden and Orr noted a striking fall in 
the blood chlorides. They were able to alleviate the 
toxic symptoms markedly by replacing the chlo- 
rides by the administration of hypertonic solutions 
of sodium chloride by hypodermoclysis or intra- 
venous injection. 

It appeared to the authors that the use of sodium 
chloride in cases of high intestinal obstruction, in 
addition to the replacement of the chlorides and 
the reduction of the toxemia, might have a bene- 
ficial effect on the obstructed loop. Observations 
were made on twenty cats. The results were very 
uniform. A loop of small intestine just below 
the level of the bile ducts, 18 cm. in length, was 
divided at its upper and lower ends and connected 
with a reservoir filled with warm water. A 30 per 
cent hypertonic salt solution was then injected 
intravenously very slowly. As soon as the injection 
was begun the entire intestinal tract, including the 
isolated loop, showed marked peristaltic activity. 
This persisted throughout the entire period of 
observation, in some experiments as long as filty- 
five minutes. 

In one experiment normal salt solution produced 
the same effect but with less intensity and only after 
a latent period. Dextrose in 25 per cent solution 
was also effective after a latent period. Distilled 
water and Locke’s solution had no effect whatever. 

Clinical application of the method in two cases 
had striking results, immediate and prolonged 
peristalsis following the injection of the salt solution. 

The authors state that hypertonic sodium chloride 
solution can be given safely by the intravenous 
route in strengths of 15 to 30 per cent. Its effect 
has been demonstrated previously by the reduction 
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of the cerebrospinal fluid pressure. The injection 
must be made slowly, not faster than at the rate of 
5c.cm. per minute. Joun W. Nuzvum, M.D. 


Delageniére, H.: A Case of Intestinal Occlusion 
Through the Foramen of Winslow (Contribu- 
tion 4 l’étude de l’occlusion intestinale par l’hiatus de 
Winslow). Bull. et mém Soc. nat. de chir., 1924,1, 552. 


In 1906 Jeanbrau and Riche collected eighteen 
cases of intestinal occlusion through the foramen of 
Winslow. Ulmann recently reported another. In 
ten of the thirty-one cases the condition was found 
at autopsy, and in the twenty-one others at oper- 
ation. It is probable that this type of occlusion 
occurs more frequently than is generally believed 
and that it would be discovered oftener if operation 
were more frequently performed at the first signs of 
intestinal occlusion. 

Delageniére reports a case which he operated 
upon in 1910. The pre-operative diagnosis was 
high occlusion. The strangulation occurred 60 cm. 
from the duodenum, and at the end of an hour caused 
vomiting. There was entire obstruction of stools 
and flatus. Examination revealed a globular tume- 
faction in the epigastrium slightly to the right of 
the median line. 

Of the thirty-one reported cases, twenty-one were 
operated upon and in these there were thirteen 
deaths and eight recoveries. 

Recovery resulted in none of the cases in which 
an artificial anus was formed. Other surgical pro- 
cedures, such as simple reduction by traction, 
reduction after progressive dilatation of the fora- 
men with the finger, and retrograde taxis after 


opening of the mesocolon, have been successful. 
Delageniére opened the posterior omental cavity 
widely and separated the colon from the omentum. 
He regards this as the method of choice when 
reduction cannot be obtained by simple traction on 


the herniated loops. It permits complete and 
rapid exploration of the cavity and of the loop, and 
in case the loop is greatly distended allows its 
evacuation by puncture or temporary enterostomy. 
In addition it facilitates traction from the other 
side of the obstruction and exposes the strangulating 
agent to view so that the reduction can be effected 
under the most favorable circumstances. 

In order to prevent the recurrence of strangula- 
tion in the foramen of Winslow an abdominal colo- 
pexy of the hepatic flexure should be done and the 
reflected omentum fixed to the transverse colon. 

In cases like the author’s in which the occlusion 
is near the duodenum the complications arising 
from intestinal toxemia are especially to be feared. 
Although the author’s patient made a good operative 
recovery, he succumbed eight days later to pneu- 
monia due undoubtedly to intestinal toxemia. To 
avoid this complication it is necessary to lavage the 
stomach, to administer a mild purgative daily, and 
to keep the mouth and teeth in good condition. 
Delageniére has found that since special attention 
has been paid to these points in his cases of gastro- 
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intestinal operations, postoperative pneumonia, 
which used to be attributed to chloroform or ether, 
has almost disappeared. W. A. BRENNAN. 


Bedarida, N. V.: A Duodenal Loop Excluded by 
Unilateral Resection: Anatomopathological 
Experimental Research (Ansa duodenale esclusa 
per resezione unilaterale: ricerche sperimentali 
anatomo-patologiche). Policlin., Rome, 1924, xxxl, 
sez. chir., 121. 


The author performed gastric, juxtapyloric, and 
duodenal resections in dogs previously subjected to 
gastro-enterostomy. Some were killed two months 
later and others at the end of about a year. One 
series consisted of dogs with a posterior gastro- 
enterostomy and an antepyloric gastric resection 
which left the pyloric sphincter intact and in situ. 
A second series comprised dogs subjected to uni- 
lateral exclusion of the duodenum and downward 
resection of the pylorus with care to prevent injury 
to the nerves or the coronary-gastric system. 

In the experiments of short duration (eighteen 
days) both the distal and proximal tracts of the 
duodenum presented signs of involution and in- 
flammation. 

In experiments of longer duration (from one to 
two months) there was a marked difference between 
the segments distal and proximal to the neostomy. 
In the first, the mucosa showed degenerative and 
inflammatory phenomena capable of bringing about 
its partial or total destruction. In the second, most 
of the glandular tubuli were maintained intact and 
in spite of vacuolation and fatty degeneration, the 
cells were protoplasmic, the muscularis was aplastic 
and thickened, and the lamina submucosa showed 
beginning fibrosis. 

In the experiments of more than a year’s duration 
the histological pictures were more normal. In the 
distal segment, glandular atrophy and active cellular 
systems were found. The proximal segment showed 
regeneration with adaptation to its new position 
and biological conditions. 

The conditions in the unilaterally excluded duo- 
denal loop were therefore: (1) stasis of digested 
reflux material and partial retention of secretions, 
(2) an acute catarrhal process, (3) mucus and toxic 
secretions, and (4) absorption of the contents of the 
loop. These explain some of the general post- 
operative disturbances occurring in patients sub- 
jected to resection of the pylorus or duodenum. 
The syndrome includes general depression, a weak 
pulse, hypotension, hiccough, intestinal stasis, and 
fever. Some of these symptoms may be due to the 
absorption of toxins. As the excluded loop returns 
to normal, they gradually disappear. 

W. A. BRENNAN. 


Niles, W. L.: Congenital Fixation of the Duodenum 
by Hepatoduodenal Membranes(Harris Bands). 
Med. Clin. N. Am., 1924, viii, 19. 

Niles reports four cases of congenital fixation of 
the duodenum by hepatoduodenal membranes. 
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This condition is a frequent cause of indigestion and 

is often overlooked by both roentgenologists and 
surgeons. Careful fluoroscopic examination estab- 
lishes the diagnosis. The X-ray reveals a fishhook 
type of stomach with protrusion of the pyloric end 
of the greater curvature. The pylorus is more to the 
right and higher than normal; often it is at the level 
of the first or second lumbar vertebra. The du- 
odenal cap usually fills slowly because of spasm 
and is often larger than normal. Frequently the 
first portion of duodenum is dilated. The hepatic 
flexure of the duodenum—the juncture between the 
second and third portions—is very high, lying close 
to the liver. It has no lateral mobility, and shows 
no up and down movement except with respiration. 
There is always some obstruction at the point of 
fixation, but it is slight compared with the resulting 
symptoms. The stomach usually empties on time. 
Gastric dilatation is rare. The peristaltic tone is 
good and hypermotility is noted. The condition is 
more common in females than males and occurs 
most frequently in the third decade. 

If symptoms have been present for many years 
the picture is that of neurasthenia, the patient com- 
plaining of fatigue, nervousness, palpitation, and 
tachycardia, frequently of headache and occasion- 
ally of migraine, insomnia, and mental depression. 

From one-half to two hours after meals there is a 
sensation of weight, fullness, or oppression in the 
epigastrium which usually is relieved by belching. 
There is no distress when the stomach is empty. In 
most cases the condition causes occasional pain, 
vomiting, heartburn, and pyrosis. There is little loss 
of weight. Constipation is usual and becomes 
progressively worse from childhood. Occasionally 
there are attacks of diarrhoea and colitis. The stools 
and gastric contents show no characteristic changes. 

Operation gives very satisfactory results. The 
pain is relieved, digestion becomes much better, 
and the general health, including the nervous state, 
improves. Middle-aged neurasthenics respond slow- 
ly and seldom regain perfect health. 

In most cases the duodenal fixation is relative and 
the results of medical treatment are most satis- 
factory. Non-operative treatment consists in giving 
a non-irritating, small-residue diet in small quanti- 
ties at frequent intervals, and the use of sedatives 
and antispasmodics such as belladonna or luminal. 
Rest after meals and hot moist applications to the 
abdomen have been found helpful. Operation should 
be reserved for patients who do not respond to 
medical treatment and those who suffer relapses 
under the average conditions of useful lives. 

Putte J. Murpnuy, M.D. 


Weinstein, S.: Roentgen Examination of the 
Descending Portion of the Duodenum (Zur 
Roentgenuntersuchung der Pars descendens duo- 
deni). Fortschr. a. d. Roentgenstrahlen., 1924, xxxi, 
382. 


In a number of cases the descending portion of 
the duodenum shows in the fluoroscopic picture a 
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bend to the right. The author reports five cases in 
which the finding was explained by the discovery of 
bands or adhesions at that site. In four control 
cases without a lateral bend in the fluoroscopic 
picture (three cases of cholelithiasis and one case 
of hypertrophic cirrhosis of the liver) no adhesions 
were found in the gall bladder or duodenal region at 
operation. 

The bands may be the result of an active or 
healed inflammatory process (usually cholecystitis) 
or a non-inflammatory anomaly of development. 
In the latter case the kink is without clinical impor- 
tance. To determine the presence of a lateral kink, 
pressure is made on the stomach while the abdomen 
is drawn in. The contrast emulsion must be thin or 
it may be thinned within the alimentary canal by 
giving the patient cold water to drink. Roent- 
genograms do not show the kink well, as is evident 
from two illustrations in the article. Hrrzr (Z). 


Melchior, E.: The Surgical Pathology of the 
Duodenum: Megaduodenum (Beitraege zur 
chirurgischen Duodenalpathologie: Das Megaduo- 
denum). Arch. f. klin. Chir., 1924, cxxviii, 1. 


Acute dilatation of the duodenum may occur 
without noticeable mechanical obstruction of the 
lumen. Cases of this type of idiopathic dilatation 
have been reported by a considerable number of 
surgeons; also several cases of duodenal dilatation, 
perhaps congenital, which is associated with 
inflammatory disease of the pancreas. Only a few 
recent reports discuss these dilatations as distinct 
entities. 

The author reports three cases characterized chiefly 
by absence of an apparent mechanical cause. The 
duodenum was affected in its entirety. Barber 
regards the condition as a reflex dilatation caused by 
the lower portions of the intestine. In the author's 
opinion it is a congenital malformation. 

According to Grégoire, the symptoms of mega- 
duodenum are attacks of vomiting, attacks of pain 
in the right side of the abdomen, loss of weight, 
obstipation, and frequently bulging of the epigas- 
trium. The condition is revealed by the X-ray. In 
the author’s opinion the syndrome is not always so 
typical; vomiting may be entirely absent. Par- 
ticularly to be noted is the intermittent character of 
the clinical symptoms. In some cases, however, 
there may be no symptoms. If the motor function 
of the intestine is impaired, inframesocolic duodeno- 
jejunostomy is indicated. CreEITE (Z). 


Rigby, Sir H. M.: A Note on External Duodenal 
Fistula: with a Record of Some Unpublished 
Cases. Brit. J. Surg., 1924, xii, 43. 

An external fistula is a much-dreaded sequel to 
disease or injury of the duodenum. The majority of 
duodenal fistula are the direct result of operation 
for diseases of the duodenum, right kidney, or gall- 
bladder and bile ducts. 

The accepted teaching that a duodenal fistula is 
an exceptionally grave lesion is usually correct, but 
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it is surprising to note how many such fistule have 
healed up either under simple local treatment or as 
the result of some type of operation. 

The treatment of a duodenal fistula depends upon 
the amount and character of the discharge and its 
effect upon the general condition. Operative treat- 
ment should not be considered at first unless urgent 
symptoms demand it. 

Local treatment consists in protecting the skin. 
Suction of the fluid has been employed with good 
results. General treatment consists in withholding 
fluid by mouth as far as possible and the injection 
of saline and glucose by rectum. 

In severe cases some form of operation is im- 
perative. The choice rests between: (1) gastro- 
enterostomy with occlusion of the pylorus; (2) 
jejunostomy; (3) direct suture of the opening in the 
duodenum combined with (1) or (2); and (4) direct 
suture alone. 

Gastro-enterostomy with occlusion of the pylorus 
was first suggested by Berg. This operation cuts off 
the discharge of the gastric contents into the 
duodenum and thus removes the stimuli which act 
upon the flow of bile and the pancreatic secretion. 
It has the great advantage that, within a few hours, 
the patient can be given an adequate amount of 
fluid. Its chief disadvantage is that, in the patient’s 
already exhausted condition, it may not be tolerated. 

The operation of jejunostomy as an alternative 
method of introducing fluid has much in its favor. 
It can be performed rapidly under local anesthesia, 
and if improved methods of technique are used the 
danger of a permanent jejunal fistula is negligible. 

The results of treatment by direct suture alone 
have not been encouraging. Mayo achieved a 
brilliant success in one case, but the operation was 
done immediately after the discharge was noticed 
and probably before the deleterious effect of the 
tryptic fluid on the tissues was established. In all 
other reported cases the sutures subsequently gave 
way. Howarp A. McKnicut, M.D. 


Lehman, E. P., and Gibson, H. V.: Observations 
in a Case of Jejunal Fistula. J. Am. M. Ass., 
1924, Ixxxii, 1918. 

The authors report the case of a man who 
suffered a crushing injury of the jejunum. Two feet 
of intestine were resected and the free ends of the 
bowel brought out of the abdomen. The observa- 
tions were made with regard to diet and the con- 
duction of peristalsis across the gap in the bowel. 

Of first importance in the observations made was 
the time interval between the appearance of motor 
activity in the upper and lower loops. Alvarez has 
attempted to explain most peristaltic activity by 
the so-called gradient theory of muscular irritability 
and activity, minimizing whatever central control 
factors there may be. In the authors’ case there 
Was evidence that the stimulus in the upper loop 
Was carried across an anatomical and physiological 
gap in the bowel to the lower loop, causing peristalsis 
in the lower loop although no stimulus whatever 
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was applied to the latter loop. This can be explained 
only by a central control mechanism, by which 
term is meant a mechanism co-ordinating the 
activity of separate segments of the bowel. No 
nervous impulse could have been transmitted with- 
out a time interval. 

Another point of great interest in the case studied 
was the effect of sodium chloride on secretion and 
peristalsis. The marked activity of both under the 
influence of a weak saline solution given by mouth 
was striking. Absence of a marked effect exerted 
by acid or alkali was noted. On one occasion, when 
the salt was administered while the patient was 
nauseated, there was a prompt flow of secretion with 
quick relief of the symptoms. This suggests a meth- 
od of re-establishing normal peristalsis in cases with 
a tendency to reverse peristalsis. 

Howarp A. McKnicut, M.D. 


Lee, W. E., and Downs, T. McK.: The Treatment 
of Acute Mechanical Intestinal Obstruction 
by High Temporary Jejunostomy. Ann. Surg., 
1924, Ixxx, 45. 

The death rate of acute intestinal obstruction is 
high. The authors report a mortality of 75 per cent 
in twelve cases. Ashhurst in 1890 collected 346 
cases with a mortality of 69.3 per cent. The records 
of St. Thomas’ Hospital, London, for the twenty 
years from 1886 to 1907 show a total of 543 cases 
with 319 deaths, a mortality of 58 per cent. Lenor- 
mant reports a mortality of 67 per cent in forty-three 
cases. In 694 cases reviewed by Guillaume the 
mortality was 17.5 per cent in those in which enter- 
ostomy alone was done, 48.2 per cent in those in 
which the operation consisted only in release of the 
obstruction, and 24.8 per cent in those in which it 
consisted in release of the obstruction and enter- 
ostomy. 

Taylor classified cases of acute intestinal obstruc- 
tion into three groups on the basis of the duration 
of the symptoms: 

1. Cases in which the symptoms have been pres- 
ent less than twenty-four hours and the general 
condition is favorable. In these, relief of obstruction 
is all that is required. 

2. Cases in which the symptoms have been pres- 
ent for from one to three or four days. In these, 
the general condition is usually fair but there may 
be stercoraceous vomiting. The patient will usually 
stand relief of the obstruction, but jejunostomy 
should always be done as a primary procedure. 

3. Cases in which the mechanical obstruction 
has been present for longer than four days and the 
general condition is usually poor. In these cases 
primary operative interference should be limited to 
a rapid high jejunostomy. 

Taylor also advised lavage of the intestine with 
sodium bicarbonate through the jejunostomy tube. 
The authors accept his classification and recom- 
mendations as to operation, but do not regard 
routine intestinal lavage as necessary. Their con- 
clusions are as follows: 
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1. The cause of death in acute mechanical in- 
testinal obstruction is toxemia from the absorption 
of toxic intestinal contents. 

2. The indications for the surgical treatment of 
acute mechanical intestinal obstruction are, in 
decreasing order of their importance: (1) elimina- 
tion of the toxic material from the body as rapidly 
as possible; (2) relief of the bowel from the disten- 
tion which paralyzes it; (3) restoration of the 
lumen of the intestines and re-establishment of the 
feecal current. 

3. Of the various methods suggested to meet 
these indications the most satisfactory is a high 
jejunostomy performed with a rubber tube after the 
technique of a Witzel gastrostomy. 

4. This procedure should be used alone or in 
combination with other procedures in all cases of 
acute mechanical intestinal obstruction of over 
twenty-four hours’ duration which are subjected to 
operation. 

5. Thestoma left on the withdrawal of the rubber 
tube closes promptly when the need for it has 
passed. 

6. This method, when used as a temporary expe- 
dient, will sometimes allow an apparently hopeless 
case to improve to such an extent that more radical 
procedures may be attempted later when there will 
be some prospect of success. 

STANLEY J. SEEGER, M.D. 


Lewis, D. S.: Syphilis of the Intestine. Med. Clin- 
N. Am., 1924, vii, 1925. 


Syphilis of the intestinal tract attacks certain 
regions more frequently than others. Involvement 


of the oesophagus and small intestine is rare, while _ 


rectal lesions are relatively common. 

The infection may be congenital or acquired; in 
the former the lesions are usually in the ileum, while 
in the latter the colon and rectum are more fre- 
quently involved. MacCallum, however, reports 
acquired tertiary lesions in the upper ileum and 
jejunum. Tuberculosis is usually found in the lower 
ileum and cecum. 

The secondary rash may affect the intestinal 
mucosa simultaneously with the manifestations in 
the mouth and skin. The symptoms are those of an 
acute catarrhal enteritis with mild abdominal pain 
and diarrhoea which respond to treatment quickly. 
The lesions usually seen, however, are those of the 
tertiary stage which appear as low elevations on the 
mucosa and submucosa, later breaking down to 
groups of ulcers which encircle the gut and, on 
healing, give rise to cicatrix formation and stenosis 
of the lumen. 

Tuberculosis may easily be confused with syph- 
ilis in both the ulcerative and sclerotic stages, even 
on histologic examination. 

The symptoms of luetic enteritis vary with the 
type and location of the disease. In the early ul- 
cerative stage there will be signs of chronic enteritis: 
pain, diarrhoea alternating with constipation, and 
the presence of blood and pus in the stools. In the 
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sclerotic and the obstructive stages there will be 
signs of obstruction, and if the lesion is in the lower 
bowel, a malignant tumor of the rectum may be 
suggested by ribbon stools and tenesmus. Perfora- 
tion is not unknown. 

In syphilis of the rectum, which is much more 
common in the female than in the male, the findings 
of proctoscopic examination are usually character- 
istic. The tertiary lesions are the most important. 
The most characteristic feature of luetic lesions is 
the length of the stenosed area. The stricture is 
more rigid and inelastic than in carcinoma, and the 
growth, while ulcerated, lacks the friability of a 
malignant neoplasm. The entire circumference of 
the rectum is involved instead of only one side as in 
cancer, and the irregularity of the surface is less 
noticeable in rectal lues than in malignancy. 

The barium enema picture, however, is most 
typical, there being a long small channel disappear- 
ing gradually into the undilated hypertrophied 
colon above. This isin sharp contrast to the localized 
irregularity of the filling defect of carcinoma. 

The large smooth liver is not tender and has none 
of the stony hardness which characterizes the organ 
riddled with small metastases. 

The author reports two cases, one of syphilis of 
the rectum with gumma formation and stricture, 
and the other a case of probable luetic obstruction 
of the small intestine complicated by tuberculosis 
of the lungs with effusion. The roentgen findings in 
each case are shown in illustrations. 

Crayton F. ANpREws, M.D. 


Mills, R. W.: Roentgen-Ray Evidence of Colonic 
Secondary Changes. Am. J. Roenigenol., 1924, x, 


487. 
Soper, H. W.: The Restoration of Colonic Func- 
tion. Am. J. Roentgenol., 1924, x, 503. 


MItts claims that, in their form and topography 
and especially in their contractural reactions, the 
abdominal viscera may give secondary evidence of 
many primary conditions that would otherwise 
escape recognition. Taking the colon as an exam- 
ple, he states that before the roentgenologist can 
diagnose the abnormal he must know the normal 
colon and the variability of its topography, form, 
length, tonus, contractural reactions, motility, and 
general relation to the bodily habitus. Every static 
peculiarity finds its reflection in the topography and 
form of the colon by determining the abdominal 
regional capacities, proportions, and distances, and 
all individual colonic peculiarities are influenced by 
the form, proportions, dimensions, and pressure of 
the other organs of the abdomen. 

Any acquired malposition, spinal curvature, list, 
or pelvic deviation, any tumor outside of the ali- 
mentary tract, any marked enlargement of an organ, 
or any considerable exudate will influence colonic 
topography. Certain individual static and osseous 
structural peculiarities may result in abnormalities 
of function which in turn cause changes in form. 
Many lesions within and outside of the alimentary 
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tract and the products of lesions simulate certain 
secondary physiological colonic reactions and give 
roentgen-ray evidence of their occurrence. Thus, 
from the resulting atypical haustration and con- 
tractures, local colonic diverticulosis may be antici- 
pated when it is not immediately apparent. 

It is possible that certain abnormalities in colonic 
function may in turn result in secondary visual 
changes in form. An example of this is the patulous 
rectosigmoid which is considered the result of divul- 
sion caused by fecal retention in the rectum with 
secondary dilatation of the contiguous colon. A 
redundant colon may owe its origin to a similar 
condition with stretching of the longitudinal 
bands. Colonic motility in common with general 
alimentary motility is increased in rate by the 
presence of a space-occupying tumor outside of the 
alimentary tract. Possibly this is due to secondary 
stimulation of peristalsis plus an increase in intra- 
colonic tension. 

Knowledge regarding the normal physiology of 
alimentary motility may sometimes be gained from 
its perversion in certain pathologic conditions. For 
instance, the fact that a carcinoma of the colon 
may be manifested by abnormalities in contractural 
and haustral outlines far distant from it, both 
proximally and astonishingly far distal, suggests 
that such atypical contractures represent a dis- 
turbed motor gradient—balked efforts at normal 
contraction and haustration. 

This article is illustrated with numerous roent- 
genograms. 

Soper defines a normal colon as one that con- 
forms to the anatomical type or bodily habitus of 
the individual, is free from redundancies, spastici- 
ties, and local or general atonies, and contains a 
mucous membrane that is devoid of infectious and 
inflammatory processes. 

Loss of function in the normal colon may occur 
under the following conditions: (1) neglect of, or faul- 
ty defecation, usually associated with the cathartic 
or enema habit; (2) perversion or inhibition from 
disease elsewhere, such as chronic appendicitis, 
cholecystitis, hypothyroidism or hyperthyroidism, 
etc.; and (3) infectious, inflammatory, and ulcerative 
processes in the mucosa of the anatomically normal 
colon. Removal of the cause and dietetic and 
hygienic control in these cases are usually sufficient 
to restore normal function. 

In cases of hypertonic colon, raw foods, laxatives, 
and purgatives are contra-indicated and local treat- 
ment consisting of dilatation of the sphincter and 
dry powder insufflation should be given. Restora- 
tion of function in the atonic colon is usually effected 
by a general laxative diet, free use of agar-agar 
(a heaping tablespoonful with each meal), abdominal 
muscle exercises, and intermittent gradual dilatation 
of the anal canal. Purgatives and enemata are 
contra-indicated in the mild cases but may be 
necessary in the severe cases. In atonic conditions 
associated with spasm of the iliac colon and recto- 
sigmoid, magnesium sulphate solution should be 
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applied locally through the sigmoidoscope in addi- 
tion. Certain cases with a redundant colon and 
those with a contracted descending and iliac colon 
and atony of the pelvic colon and rectum present 
difficult problems. In the latter, water irrigation 
frequently gives relief. | ApotpH Hartune, M.D. 


Gordon-Watson, Sir. C.: Diverticulitis of the Pel- 
vic Colon. Bristol Med.-Chir. J., 1924, xli, 112. 


Diverticula of the pelvic colon occur where the 
circular blood vessels perforate the muscularis to 
reach the mucosa. These weak spots are located 
between the lateral tenia and the mesenteric border. 

The three most important clinical conditions pro- 
duced by inflammation in and around these acquired 
diverticula are: (1) perforation; (2) a subacute 
suppurative condition analogous to appendiceal 
abscess and distinguished from the latter by a 
tendency toward the formation of a fecal or vesico- 
colic fistula; and (3) hyperplasia characterized by 
tumor formation which closely simulates carcinoma. 

— diverticula give rise to no symptoms 
at all. 

The subacute and chronic cases often simulate 
malignant stricture. Cases of diverticulitis usually 
have a long history of irregular bowel action associ- 
ated with pain and tenderness in the left iliac fossa 
where a tumor may be felt. Absence of blood in the 
stools does not always exclude hyperplastic diverti- 
culitis as blood was found in the feces in three of 
the author’s cases of this type. In contrast to car- 
cinoma, there is very little loss of weight. 

The diagnosis of diverticulitis is made largely 
from the findings of X-ray examination after an 
opaque meal or enema, but sometimes the opening of 
the diverticula may be seen with the sigmoidoscope. 
The clinical history, especially the maintenance of 
body weight, and the palpation of a fair-sized tumor 
in the left iliac fossa are suggestive. 

Under the most favorable conditions resection 
with anastomosis is the ideal surgical procedure 
when there is some obstruction. Often, however, 
we must be content with a temporary colostomy in 
the hope that the inflammatory condition will sub- 
side. In the milder cases invagination of the danger- 
ous appearing saccules and overlapping of the 
involved area with omental grafts may be sufficient. 

J. Frank Dovucuty, M.D. 


Radice, L.: Forty-Seven Cases of Colon Surgery 
(Considerazioni sopra 47 casi de chirurgia del 
colon). Ann. ital. di chir., 1924, iii, 384. 

The cases of colon surgery reported were studied 
in Nordmann’s clinic in Berlin. The author’s 
purpose was to determine the value of operations, 
especially resections, performed in one, two, or 
three stages. 

Of the forty-seven operations, thirty-seven were 
for cancer, six for volvulus, two for megacolon, and 
two for ileocecal tuberculosis. Thirty-two were 
radical resections and fifteen were palliative pro- 
cedures. 
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It has been stated that operations on the left 
half of the colon are more dangerous than those 
on the right half, but in ten cases in which a one- 
stage operation was performed on the right colon 
the mortality was 20 per cent, while in six cases in 
which a one-stage operation was performed on the 
left colon it was 30.8 per cent. 

The author refers especially to the thirty-seven 
cases of intestinal cancer. The postoperative 
mortality and the incidence of recurrence were 
greatest in patients between the ages of 40 and 70 
years. In conditions of equal operability as satis- 
factory results were obtained in patients between 
20 and 4o years of age as in those between 70 and 
80 years. 

In sixteen cases of one-stage operations there 
were four operative deaths, a mortality of 25 per 
cent. In fourteen cases of two-stage operations 
there were ten deaths, a mortality of 28.6 per cent. 
Of two patients subjected to a three-stage operation 
both recovered. In four of the six cases of acute 
occlusion of the intestine the radical operation was 
performed according to the Mikulicz technique, and 
in two according to the Schloffer technique. Recovery 
resulted in every instance. 

In all one-stage operations the incision was made 
from the umbilicus to the pubis. In operations per- 
formed in more than one stage either the same inci- 
sion or an oblique lateral incision at the outer edge 
of the rectus muscle was made. 

The author’s statistics appear to be in favor of a 
one-stage operation. In the Mikulicz technique 
there are technical dangers in addition to the 
burdensome interval between the two stages which 
the poorly conditioned patient cannot well with- 
stand. Moreover, the present-day improvements in 
technique have reduced the mortality of the one- 
stage operation to the level of, if not below, that of 
the two-stage operation. The author therefore has 
come to the conclusion that the two-stage operation 
should be chosen only when special circumstances 
demand it. 

In the fifteen cases in which only a palliative 
operation was possible, there were five entero- 
anastomoses, four colostomies, and one opening of 
an abscess. The mortality was 54.5 per cent. 

Of the patients operated upon radically for car- 
cinoma of the colon only fifteen have been traced, 
Twelve survived the operation for from two to 
eleven years, two died within six months, and two 
died within two years. Eighty per cent of those 
radically operated upon and traced have survived 
the operation for more than two years. The prog- 
nosis of carcinoma of the large intestine is therefore 
much more favorable today than it was ten years 
ago. 
—s to the statistics published by Schmidt 
in 1912 a recovery was obtained in only ro per cent 
of the cases. Of Kuettner’s thirty-two patients 
operated upon radically 21.6 per cent were alive 
after three years and 16.4 per cent after five years. 
Of 434 patients whose case histories were collected 
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by Koerte in 1913, 61.3 per cent survived the 
operation and 38.3 per cent lived for three years. 
Of Koerte’s patients, 39 per cent lived from three 
to twenty-one years after operation. In 1922 
Hartert reported survival for three years in thirty- 
nine cases. 

Such favorable results are obtained in cases of this 
particular kind of carcinoma because the tumor can 
be easily mobilized and all of the regional lymphatic 
glands can be removed with it. On the other hand, 
the slow progress of carcinoma of the large intestine 
makes its early diagnosis difficult. In the cases 
studied, the carcinoma had been present for from 
seven to twelve years before operation. None of 
the diagnostic methods at present known, including 
roentgen-ray examination, is capable of detecting a 
colonic carcinoma in its early stages. 

W. A. BRENNAN. 


Gottlieb, J. G.: The Occurrence of Hzematuria in 
Appendicitis (Zur Frage der Haematurie bei 
Appendicitis). Zéischr. f. urol. Chir., 1924, xv, 30. 


Confusion of appendicitis with disease of the 
kidney occurs rather frequently, but the reverse is 
unusual. When no evidences of acute inflammation 
are present, hematuria is especially apt to lead to 
diagnostic error. In a case of persistent hematuria 
reported by the author the cystoscopic examination 
as well as the roentgen-ray findings suggested stone 
in the ureter due to glomerulonephritis. Little atten- 
tion was paid to a spasm of the musculature in the 
ileocecal region because of the kidney findings. 
Operation on the right side disclosed no stone in the 
urinary tract but a purulent appendicitis. 

The author gives a brief review of the thirty-five 
cases reported in the literature. These demonstrated 
that the source of the bleeding may be one kidney, 
both kidneys, the right ureter, or the bladder. It 
must be determined whether the hematuria is due 
to nephritis, embolism or thrombosis, direct exten- 
sion of the inflammation, or reflex congestion. 

In seven of twenty-seven cases of renal hemor- 
rhage reviewed the bleeding was bilateral and of 
acute onset, and four of these patients died because 
they came to operation too late. The cause of the 
hematuria was acute nephritis. In six of these 
cases the condition was bilateral, but in one instance 
the left kidney was clear and the right showed 
infarcts. 

In twelve cases the hematuria followed a severe 
attack of appendicitis—in one case on the third day, 
but in the others from three to eight weeks after the 
attack. The hemorrhage lasted only from two to 
five days and did not recur. Since all of the patients 
recovered and exact examinations were not made, 
these cases offer little of interest regarding the 
genesis of the condition. : 

In eight cases the hematuria was associated with 
chronic appendicitis. 

The author summarizes his conclusions briefly as 
follows: 

1. Hematuria in appendicitis is rare. 
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2. In not all of the reported cases was the 
hematuria proved to be due to the appendicitis. 

3. An etiological relationship is possible. 

4. The pathogenesis of hematuria in appendicitis 
is not clear. 

5. In cases of hematuria of obscure origin appen- 
dicitis must be considered. 

6. In doubtful cases the appendix should be 
removed.. Braun (Z). 


Hartmann, H., and Mocquot, P.: The Results of 
Exteriorization in the Treatment of Cancer of 
the Pelvic and Left Colon (Résultats de l’extérior- 
isation dans le traitement du cancer du cédlon 
gauche et du célon pelvien). Bull. et mém. Soc. nat. 
de chir., 1924, 1, 575. 

Okinezye considers the exteriorization operation 
for cancer of the colon a dangerous procedure, but 
Schwartz reported eight cases so treated in which 
there were eight recoveries. Hartmann reports 
twenty-seven cases with six deaths. 

Schwartz performs exteriorization in two stages: 
(1) primary exteriorization, and (2) late resection of 
the exteriorized loop. Hartmann performs the op- 
eration in either one or two stages and doubts 
whether the time at which the resection is done is of 
importance in the mortality as Schwartz contends. 
The six fatal cases treated by Hartmann were the 
following: 

Case 1. Man 68 years of age, with complete 
obstruction, treated by a one-stage operation for 
cancer of the pelvic colon. Death three days later. 

Case 2. Man aged 32 years. Exteriorization, 
immediate resection of a pelvic cancer invading the 
bladder, the pelvic wall, the mesentery, and the 
ureter, and ligation of the inferior mesentery. 
Death six days later. 

Case 3. Woman aged 56 years. Exteriorization 
and immediate resection of a cancer of the splenic 
colon invading the tail of the pancreas. Death 
three days later. 

Case 4. Man 74 years of age. One-stage opera- 
tion for cancer of the descending colon. Death at 
the end of one month from prostatic, kidney, and 
lung complications. 

Case 5. Man aged 50 years, with cancer of the 
transverse colon. Death three days after exteriori- 
zation and entero-anastomosis of the two limbs of 
the exteriorized loops to aid in the closure of an 
artificial anus. 

Case 6. Woman aged 39 years. Exteriorization 
followed by colectomy. Death three months later 
from pulmonary complications. 

Hartmann reports also two deaths following the 
closure of faecal fistula. He considers Schwartz’s 
method of closure less dangerous. 

Of the thirteen of Hartmann’s patients who could 
be traced, five are well and without recurrence two, 
three, three and three-fourths, four, five, and five 
years respectively after the operation; two died 
Without recurrence after six and six and one-fourth 
Years respectively, one from heart disease and the 
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other from cerebral hemorrhage; another is appar- 
ently well one year after the removal of a local 
recurrence which developed ten months after the 
first operation; two died from abdominal recurrence 
ten months and two years and one month respec- 
tively after operation; one died at the end of six 
years from liver recurrence without local recurrence; 
and one died at the end of eighteen months from 
metastases in the liver. ; 
In contrast to Schwartz and Quénu, Mocquot 
emphasizes the advantage of exteriorization and 
resection in one stage in suitable cases. He reports 
a cancer of the transverse colon which caused 
symptoms for two years and was successfully 
treated by exclusion of the tumor and mesentery 
from the peritoneal cavity and immediate resection 
of the tumor and its pedicle with partial suture of 
the two ends. An insignificant fistula persisted 
temporarily after closure of the artificial anus seven 
months later. The patient has remained free from 
recurrence for nearly four years. 
Wa tter C. Burkert, M.D. 


Mayo, C. H., and Walters, W.: The Two-Stage 
Mikulicz Operation for Cancer of the Sigmoid. 
Surg., Gynec. & Obst., 1924, XXxix, 1. 

The authors discuss the comparative value of the 
various types of operation for carcinoma of the 
sigmoid with regard to operability, mortality, per- 
manence of cure, and morbidity. 

As a basis of comparison a report is given of 152 
patients with cancer of the sigmoid operated on at 
the Mayo Clinic by the two-stage operation of 
Mikulicz. All but eight have been traced since the 
operation. Fifty-two are living and well with a 
normal, functioning gastro-intestinal tract and no 
evidence of recurrence. Thirty-seven lived for 
from two to seven years after the operation, and in 
many instances death occurred from conditions not 
connected with the cancer of the sigmoid. As the 
normal death rate of persons aged 52 years (the 
average age of the patients whose cases are reviewed) 
is 2 per cent a year, the patients who have died 
cannot definitely be said to have died from a recur- 
rence of the disease. 

The technique of the operation used at the Mayo 
Clinic and reported by W. J. Mayo in 1907 is 
described briefly. 


Kroll, F.: The Results of Operations for Cancer of 
the Rectum at Our Clinic During the Last Ten 
Years, with Particular Regard to Resections 
(Die Erfolge de Mastdarmkrebsoperationen an 
unserer Klinik waehrend der letzten 10 Jahre unter 


besonderer Beruecksichtigung der 
Arch. f. klin. Chir., 1923, cxxv, 681. 


The disadvantage of resection is the danger of 
gangrene of the intestine which often cannot be 
avoided even when great care is taken to make prop- 
er provision for the blood vessels. The sequel, in- 
fection of the wound, usually leads to a fatal peri- 
tonitis. This occurs in one-third of the cases. In 
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another third, in which the gangrene remains con- 
fined to small areas, fistulae persist which rarely heal 
spontaneously and are seldom closed even by subse- 
quent operations. The end-result, a fecal fistula, 
is more burdensome than an artificial anus. Local 
recurrences may develop because, in the attempt to 
spare the sphincter, the operation is not carried 
sufficiently far into healthy tissue. Stenoses occur 
following circular suturing as well as following the 
procedure in which the gut is drawn through. Fol- 
lowing sacral amputation, gangrene is less frequent. 
Infection of the wound occurs in 50 per cent of the 
cases. 

Only carcinoma of the perineal part of the rectum 
can be removed radically. In cases in which the 
carcinoma is higher and in those in which it is well 
advanced it cannot be removed radically enough by 
the sacral route alone because the corresponding 
area of lymphatic glands is intraperitoneal and can 
be extirpated only by means of a laparotomy. The 
results are better if the diseased section of intestine 
and the corresponding lymphatic glands are removed 
radically by the combined routes without considera- 
tion for the re-establishment of continence, and an 
artificial anus is then formed. 


The combined amputation was done in twenty- 


three of the cases reviewed. This operation resem- 
bles the procedure of Quénu. With the patient in 
the Trendelenburg position, a median incision is 
made, the recti are separated, both hypogastric 
arteries are ligated, and the flexure is separated from 
the mesosigmoid. The peritoneum of the pouch of 
Douglas is then opened and the intestine mobilized 
down to the level of the levator. The flexure is 
divided in its lower third between two intestinal 
clamps, and both cut ends of the gut are closed. The 
central end is then directed into the left iliac region, 
the distal stump of the intestine is lowered, the 
peritoneum is closed. This having been done, the 
removal of the well-mobilized peripheral end of the 
intestine is undertaken at once. The method is that 
of Kraske with resection of the coccyx on the right 
side. Laparotomy permits the removal of metastases 
in lymph nodes at a high level. The presence of 
internal, and particularly organic metastases, should 
be determined beforehand. Their recognition will 
prevent useless interventions. 

Of twenty-three patients operated upon in one 
stage by the combined route with amputation of the 
rectum, two died of pulmonary complications from 
seven to nine days after the operation, one woman 
died after eight days from peritonitis due to necrosis 
of the sutured stump of the flexure, another died four 
weeks later of erysipelas, and a third committed 
suicide during convalescence. In all of the other 
cases healing occurred without interruption. In only 
one case, that in which peritonitis developed, was 
the death the direct result of the operation. 

The procedure was usually borne surprisingly 
well. This is accounted for in large part by the fact 
that the amount of blood lost is small. 

FRANGENHEIM (Z), 
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LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


McMaster, P. D.: Studies on the Total Bile. VI. 
The Influence of Diet upon the Output of 
Cholesterol in the Bile. J. Exper. Med., 1924, x1 
25. 

The development of a method for the collection 
of total bile from dogs in a sterile state and uninflu- 
enced by the gall bladder, day after day for weeks, 
has rendered possible an accurate study of the influ- 
ence of diet upon the cholesterol output of the 
secretion. 

The quantity and concentration of cholesterol in 
dog bile are subject to profound modification by 
dietary influences. When a diet rich in cholesterol 
is given the amount of the substance in the bile is 
greatly increased and in almost every instance the 
concentration per cubic centimeter becomes greater. 
An increase in the total food intake resulting from 
the addition to the ordinary ration of a bone mash 
diet containing only a slight additional amount of 
cholesterol (200 mgm.) produces a similar, though 
less marked, increase. In the fasting dog, the cho- 
lesterol yield is greatly cut down. 

The increase in the cholesterol after the con- 
sumption of food rich in the substance does not 
depend on the cholagogue action of the latter, 
though it is true that the concentration of cholesterol 
in the bile usually increases with the bile volume. 

Though the quantity of cholesterol in the bile 
decreases during fasting, its concentration per 
cubic centimeter is greatly increased. On an ordin- 
ary diet, its yield fluctuates abruptly and consider- 
ably from day to day. In general the rule holds 
that an animal eating largely puts out not only 
much more bile but also much more cholesterol. How- 
ever, the relation between bile quantity and cho- 
lesterol yield is not fixed. 

The cholesterol yield of the bile does not parallel 
that of bilirubin. The output of pigment from day 
to day remains relatively constant as compared 
with that of cholesterol. Morris H. Kaun, M.D. 


Einhorn, M.: The Diagnosis of Gall-Bladder 
Lesions. Med. J. & Rec., 1924, cxx, 9. 


A study of the bile should be made in all diseases 
of the liver, gall bladder, and pancreas, as it will 
often be of the greatest assistance. This is particu- 
larly true in cases which lack the typical diagnostic 
features. 

The examination must be performed with great 
caution. The duodenal tube must be clean and 
aseptic, and the bile fresh. Normal bile is a golden 
yellow and clear, while pathological bile is always 
more or less turbid and varies in color. 

The sediment should be examined for crystals, 
pus, bacteria, and epithelial cells. Many varieties 
and forms of crystals are found, including con- 
glomerations of crystals and black, sand-like par- 
ticles. The latter, Einhorn believes, are always in- 
dicative of gall-bladder pathology. 
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The reports of three cases are given to demon- 
strate the diagnostic value of bile examinations, and 
microscopic fields of the sediment are shown in 
numerous illustrations. Oscar S. Proctor, M.D. 


Ransohoff, J. L.: Cholecystitis Associated with 
Cardiovascular Disease. Chicago M. Rec., 1924, 
xlvi, 225. 

Ransohoff divides cases of associated gall-tract 
and cardiovascular pathology into three groups: 
(1) cases of gall-bladder dyspepsia simulating cardiac 
disease, (2) cases of gall-bladder disease associated 
with valvular cardiac disease, and (3) cases of my- 
ocardial degeneration due to, or associated with, in- 
fection of the gall bladder. 

The cardiac symptoms in cases belonging to the 
first class are probably due to vagal irritation, and 
will disappear after correction of the diaphragmatic 
pathology. In cases of the second group a fully 
compensated heart with a valvular lesion does not 
contra-indicate a needed gall-bladder operation, but 
when the heart is decompensated the severity of the 
gall-bladder condition determines the necessity for 
operative treatment. If there is interference with 
needed rest and if toxic absorption from the gall 
bladder is damaging the myocardium further and 
preventing compensation, surgery becomes neces- 
sary. It is indicated also when the cardiac condition 
is myocardial without valvular disease and the gall- 
bladder condition hampers recovery. The operation 
must be the simplest that will relieve the immediate 
lesion. The more severe the gall-bladder pathology 
the more marked will be the beneficial results of 
operation. M. L. Mason, M.D. 


Koerte, W.: Changes in the Field of Gall-Stone 
Surgery. (Wandlungen auf dem Gebiet der 
Gallensteinchirurgie). Zentralbl. f. Chir., 1924, li, 
86. 


At the forty-seventh meeting of the Deutsche 
Gesellschaft fuer Chirurgie, Aschoff, Enderlen, and 
Holtz, and the surgeons who discussed their papers 
expressed views on the subject of gall-stone surgery 
which differ in many points from those heretofore 
held by most surgeons specializing in this field. The 
author was somewhat reluctant to express his 
opinion at the Congress but now comes forward to 
State his views as one of the older men in the field. 

As regards the formation of the stones, Koerte still 
agrees with Naunyn that stasis of the bile and 
infection are the usual preliminary conditions. It 
ls, of course, necessary to assume that the infection 
at first runs a very slow course, without distinct 
symptoms, since the earliest formation of gall 
stones is unaccompanied by noticeable disturbances. 
Recent studies have shown that changes in the 
chemistry of the stomach are present in cases of 
cholelithiasis before operation and usually persist 
after operation. Such changes may usher in the 
early, symptomless infection. 

n general, it is probable that gall stones form 
very slowly and that they may remain in the gall 
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bladder for very long periods, sometimes during the 
remainder of life, without producing symptoms. 
The nervous spasms of the sphincter of the duo- 
denal papilla (Rost, Westphal, and others) and 
of the outlet of the gall bladder are important. 
The author claims that he has never seen stasis of 
bile in the gall bladder in the absence of occlusion 
by a stone and in the absence of infection. He agrees 
with Aschoff that Berg’s theory of dysfunction of 
the bile passages (mucostasis, cholestasis) has not 
been proved. 

Koerte next discusses the indications for opera- 
tion. Enderlen and Holtz advise early operation for 
the young, and careful selection of cases for operative 
treatment when the patients are advanced in years. 
The author has frequently come across former 
patients to whom he had recommended expectant 
treatment because the indications for surgery were 
not conclusive and has found that they had suffered 
no great inconvenience without operation. Against 
early operation for all cases, Koerte argues that even 
when operation is done at the most favorable age, 
by the most skillful hands, and in an interval 
between attacks, it has a mortality of 4 per cent. 
The elder Koenig and Kehr used conservative 
measures. The uncertainty of early diagnosis is 
another factor against early operation. In cases of 
symptoms of stone without inflammation the author 
is guided by the nature of the symptoms. When 
they are severe, recur frequently, and are followed 
by jaundice, he advises prompt operation. In 
lighter cases, a certain amount of delay is justified, 
but the patient must be kept under observation. 
The social indication must always be considered. 


The author does not regard this form of manage- 
ment as neglectful as he has seen only good results 
from it. He sums up his standpoint as follows: 

Acute, dangerous symptoms constitute an abso- 
lute indication for early operation. In moderate, 
non-inflammatory attacks, a certain amount of wait- 


ing is allowable. With regard to operation the 
surgeon should be guided by the degree of severity 
of the symptoms (relative indication). There must 
be no delay from neglect. The prognosis is most 
favorable in the young. In the cases of older 
persons it depends upon the general condition. 
Koerte favors drainage of the hepatic and com- 
mon ducts. He regards all “‘physiological”’ incisions 
of the abdominal wall as good, but recommends also 
the unphysiological oblique incisions through the 
rectus muscle which give a good approach and a 
good scar. The discussion on primary closure of the 
abdomen he considers to be ended. “If one is wise 
one drains for a short time.”” Kehr’s gauze tamp- 
onade is no longer in general use. Gass (Z). 


Kirschner, M.: When Should Operation Be Per- 
formed in Cholelithiasis? (Wann sollen wir die 
Gallensteinkranken operieren?). Zentralbl. f. Chir., 
1924, li, 83. 

During recent years the indications for the surgical 
treatment of cholelithiasis have been constantly 
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extended. As early as 1918 the author expressed 
the conviction that all conservative measures were 
merely of a symptomatic nature and unable to 
exert a restraining influence on the course of either 
the acute attacks or the disease itself, and that in 
view of the slight prospect of permanent spontan- 
eous cure and the danger of fatal complications, 
every case of cholelithiasis should be operated on 
as soon as it is recognized with certainty, if the 
patient is in good condition and not too advanced 
in years. Since the last Surgical Congress, there has 
been general agreement with this view. 

Kirschner calls attention to the fact that his 
statement referred only to the principle of operative 
treatment, and not to the time for operation in the 
individual case. He favors early operation. For 
the past year and a half he has been operating on 
his cases of cholelithiasis during the acute attack 
whenever possible. Adhesions can then be easily 
separated, and the gall bladder, the chief focus of 
infection, can usually be removed intact. The open- 
ing of intraperitoneal abscesses, if these are present, 
is not more dangerous during the acute attack than 
several weeks later. In none of the cases operated 
upon by the author has the infection extended 
subsequently to the abdominal cavity. 

Kirschner does not close the abdomen primarily 
even in uncomplicated operations performed during 
quiescent intervals, but, on the other hand, in 
operations performed during an acute attack he 
restricts the use of tamponade and drainge. He is 
always prepared, in case he meets unexpected and 
great technical difficulties, to turn the operation 
into a palliative procedure (opening of abscesses, 
cholecystotomy,cholecystostomy,choledochostomy). 

Patients bear operation during an attack exceed- 
ingly well. The author has never noted that 
jaundice increases the tendency to bleed. In the 
acute stage the patient is more willing to submit to 
operation. Early operation shortens the period of 
illness and permits an earlier return to work. 
Kirschner does not urge operation within the first 
hour after the patient’s admission to the hospital, 
but believes that one day is usually sufficient for 
the pre-operative preparation. Giass (Z). 


MISCELLANEOUS 


Hertz, J., Braine, J., and Grégoire, R.: Phreno- 
spasm; Enlargement of the (sophageal Dia- 
phragmatic Hiatus; @sophagoplasty by the 
Thoraco-Abdominal Extraserous Route (Phré- 
nospasme; élargissement de l’orifice diaphragmatique 
de loesophage; oesophagoplastie par voie thoraco- 
abdominale extraséreuse). Bull. ef mém. Soc. nat. de 
chir., 1924, 1, 569. 


The condition of phrenospasm is usually designat- 
ed as mega-cesophagus or idiopathic dilatation of the 
oesophagus. 

The authors report the case of a boy 13% years 
old who, since his second year, had experienced 
difficulty in swallowing solid food, especially bread 
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and meat. Such food caused a sensation of thoracic 
fullness and stoppage at the level of the base of the 
xiphoid cartilage and was soon expelled. As the 
result of this difficulty the patient had lost weight. 

A Wassermann test was negative. The X-ray 
showed mega-cesophagus with cylindrical enlarge- 
ment of the thoracic portion and distinct arrest ot 
the opaque meal at the diaphragmatic orifice. After 
prolonged stoppage the bismuth filtered in a thin 
ribbon across the stenosed area. ‘Esophagoscopy 
revealed no lesion of the mucosa. An oesophageal 
sound was stopped at the level of the diaphragm. 
Treatment with sounds, atropine, and dilatation 
with bougies was unsuccessful. 

Under chloroform anesthesia a rectangular flap 
was made on the left side with its horizontal base 
along the tenth rib. The tenth, eleventh, and twelfth 
ribs were sectioned subperiosteally in line with the 
vertebral transverse processes, and subperiosteal 
resection of the twelfth rib was done. The pleura 
was stripped away from below upward with a 
compress. Although the pleura was so thin that 
the adjacent lung could be seen, it was not torn. 
Retraction of the chest wall gave excellent exposure. 

The fibers of the diaphragm were divided verti- 
cally to free the oesophagus from below upward. The 
left inferior diaphragmatic artery was ligated behind 
the wsophagus. The fat over the upper pole of the 
kidney herniated. The part of the stomach not 
covered by peritoneum was 6 cm. in diameter and 
could be drawn up with a clamp. Palpation of the 
diaphragmatic portion of the cesophagus and of the 
cardia revealed no induration or hypertrophy. The 
cesophageal wall at the level of the diaphragm was 
incised to the mucosa vertically and sutured hori- 
zontally (cesophagoplasty). A slight right pneumo- 
thorax occurred, but the left pleura was not injured. 
The diaphragm was sutured with chromic catgut, 
a 4-cm. oesophageal orifice being left open. The chest 
wall flap was then replaced and sutured, and a small 
drain was placed in the lower inner angle. 

The operation was followed by copious drainage 
for two days. The patient’s general condition was 
good. The pneumothorax gradually became re- 
sorbed. The day after the operation there was 
slight dyspnoea, and after the pneumothorax a small 
amount of fluid was present in the right pleural 
cavity. X-ray examinations made on the sixteenth 
day and again some time later showed that the 
barium passed normally into the stomach without 
arrest and the oesophagus was normal in size and 
shape. 

The child made an uneventful recovery and has 
gained weight. He is now able to swallow solid 
foods without difficulty. The spirometer shows a 
normal lung capacity. 

Although the term “phrenospasm”’ indicates the 
level of the obstruction, the condition is not always 
spasmodic. 

The Hertz and Braine extrapleural operation with 
enlargement of the diaphragmatic cesophageal hiatus 
and cesophagoplasty has given normal cesophageal 
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function and size for one year since the operation. 
It is too early to know the end-results, but Gré- 
goire also recommends this method in similar cases. 
The treatment of mega-cesophagus by other proce- 
dures has not given very encouraging results. In one 
case treated by Prat by the transpleural route death 
resulted from pleural complications, and in another 
treated by him by the abdominal route the dilata- 
tion recurred after two years. 
Wa ter C. Burkert, M.D. 


Key, E.: A Case of Diaphragmatic Hernia Com- 
plicated by a Perforating Gastric Ulcer (Fall von 
Hernia diaphragmatica kompliziert mit penetrier- 
endem Magengeschwuer). Zentralbl. f. Chir., 1924, 
li, 95. 

A man, 30 years of age, suffered for more than ten 
years with gastric ulcers causing frequent severe 
hemorrhages. Roentgenological examination re- 
vealed a diaphragmatic hernia on the left side and 
a niche suggesting a perforated ulcer in the portion 
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of the stomach lying within the diaphragmatic 
hernia. 

Under anesthesia induced with a 22 F. catheter, 
operation was performed by the transpleural route 
with removal of a section of the eighth and ninth 
ribs. The separation of the firmly adherent lung 
from the diaphragm was difficult. A hernial opening 
four fingerbreadths wide was found at the highest 
portion of the diaphragmatic dome. The stomach 
was firmly adherent to the diaphragm and the lower 
surface of the lung. At one point in the edge of the 
hernial aperture, where the adhesion was particu- 
larly strong, a perforating ulcer was found. The 
stomach was opened at the site of the ulcer, de- 
tached, sutured, dropped back into the abdomen, 
the ulcer was cauterized, and the opening in the 
diaphragm closed. The wound was sutured around 
ee tampon introduced to the base of the 
ulcer, 

The operation was followed by primary healing 
and recovery. Von TApPEINER (Z). 
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GYNECOLOGY 


UTERUS 


Schlink, H. H.: Chronic Diseases of the Cervix 
Uteri with Indications for Endocervical Enu- 
cleation and a New Instrument for Its Per- 
formance. Med. J. Australia, 1924, i, 560. 


For the removal of the gland-bearing area of the 
cervix, the portion which usually becomes infected 
most easily and is most difficult to clear up, the 
author has devised an enucleator. The instrument 
consists of a director staff armed at its tip with three 
small concealed tenacula blades and a circular knife 
with 1-in. blade attached to a sheath fitted over the 
staff at a point 2 in. from the tenacula. By circular 
rotation the knife can be made to slip over the 
director. 

The staff with the tenacula concealed is introduced 
into the cervical canal to its fullest extent, the 
tenacula blades then being extended by a screw at 
the handle end. In this manner the staff is fixed in 
the cervical tissue and the cervical knife can be 
rotated through the cervix. The knife will cut out a 
solid 1-in. column of mucosal and cervical tissue to a 
circular depth of 4% in. This ensures the removal of 
all of the mucosa and a thin strip of musculature. 
The hemorrhage is only slight and the knife can do 
no injury to the bladder or vagina. The instrument 


is of value in enucleating from above when a supra- 
vaginal hysterectomy has been performed. 
Harry W. Fink, M.D. 


Stropeni, L.: Uterine Fibromyomata and Ovarian 
Cysts Which Have Become Detached from 
Their Point of Origin and Are Nourished by 
Adhesions to Nearby Organs (Fibromiomi uterini 
e cisti ovariche diventati indipendenti dalla zona 
d’origine e nutrito per aderenze con organi prossi- 
miori). Riv. ital. di ginec., 1924, ii, 447. 

The author reports two cases of uterine fibromy- 
oma and two of ovarian cyst. 

Case 1. The patient was an unmarried woman 
40 years of age who complained of gradual enlarge- 
ment of the abdomen due to a palpable tumor. The 
pre-operative diagnosis made by external abdominal 
and rectal examination was solid tumor of the right 
ovary with fibroid uterus. 

At operation the omentum was found pulled to 
the right and adherent to a tumor the size of a fetal 
head. The neoplasm was of a fleshy fibromatous 
structure, pink, and without any evidence of 
necrosis. The uterus presented several small sub- 
serous fibroids similar in appearance to the growth 
removed. 

Case 2. The patient, an unmarried woman 43 
years of age, consulted the author because of 
abdominal enlargement and a palpable movable 


tumor. The pre-operative diagnosis was large 
subserous fibroid or ovarian cystadenoma. 

Operation disclosed a smooth, pink tumor the 
size of an adult head, which was adherent by its 
upper pole to the omentum and below to the pos- 
terior aspect of the left broad ligament and the left 
leaf of the mesosigmoid. The fairly normal uterus 
presented on its posterior aspect a whitish cica- 
tricial area the size of a dime, whence issued a drop 
or two of blood. The extremely short pedicle, pre- 
senting no sign of torsion, was reduced to a cica- 
tricial mass lacking circulation and certainly in- 
capable of nourishing the large growth. On section, 
the tumor was found to be 20 cm. thick and to con- 
tain a large central cavity full of bloody fluid. The 
microscopic diagnosis was fibroid tumor with central 
necrosis. 

CASE 3. was that of a 28-year-old para-v who had 
not menstruated for two months and _ believed 
herself pregnant. Toward the end of the third 
month she was seized with symptons suggesting 
rupture due to an ectopic pregnancy. In a few days 
her condition improved, but the previously pal- 
pated mass in the left iliac region persisted and a 
surgeon called in consultation made a tentative 
diagnosis of ruptured ovarian cyst. 

Operation disclosed a cyst the size of an adult 
head, which was strongly adherent to the omentum 
and intestines. A short pedicle, twisted several 
times, was found completely torn from its attach- 
ment. The tumor was held and nourished only by 
the adhering structures, chiefly the omentum. The 
left ovary was absent. The right ovary was greatly 
enlarged and cystic. The uterus and tubes were 
normal. The cyst removed was unilocular and had 
a thin wall presenting large areas of ecchymoses. 

Case 4. The patient was a nullipara 24 years of 
age. A miscarriage in June, 1922, was followed by 
profuse leucorrhoea with diffuse pain in the lower 
part of the abdomen which radiated to the back. 
As these pains increased in intensity, a right sal- 
pingo-odphorectomy was done. Menstruation re- 
curred in December, but soon became irregular and 
a metrorrhagia supervened. A diagnosis of left 
salpingo-odphoritis and hemorrhagic endometritis 
was then made. Laparotomy, performed in April. 
1923, disclosed a cyst the size of a fist, which was 
adherent to the mesosigmoid. There was no trace 
of any connection between the cyst and the genital 
organs. The cyst was found to be of the ordinary 
multilocular variety without any remains of ova- 
rian tissue. 

The author goes into a detailed discussion of the 
etiology and pathogenesis of these cysts and 
supplements his article with an excellent bibli- 
ography. SALVATORE DI Pama, M.D. 
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Lockyer, C.: Remarks on the Treatment of Fibroids 
of the Uterus. Brit. M. J., 1924, i, 1037. 

The clear indications for myomectomy are: (1) to 
preserve for the non-gravid woman a functional 
uterus; (2) to cope with a surgical emergency during 
pregnancy. Lockyer has performed abdominal 
myomectomy thirty-three times with one death. 
He believes that myomectomy is well tolerated by 
the gravid uterus and that during pregnancy it is 
not indicated for fibroids which lie well up in the 
abdomen and are causing no symptoms. When the 
bleeding is severe, it may be impossible to save the 
gravid uterus. 

In considering supravaginal amputation or sub- 
total hysterectomy he states that if subsequent to 
bearing a child a woman requires radical treatment 
for a fibroid of the uterus, the cervix should be re- 
moved. Removal of the cervix is indicated also in 
the case of a nullipara with chronic cervicitis. How- 
ever, very many subjects of uterine fibroids are eld- 
erly nullipare and virgins with small and possibly 
atrophic cervices and no internal complications re- 
quiring vaginal drainage. In such cases the vaginal 
cervix may be left. When the cervix is densely ad- 
herent an attempt to remove it with the tumor would 
be dangerous. 

In 479 abdominal hysterectomies for uterine 
fibroids Lockyer performed the supravaginal opera- 
tion 284 times with five deaths, a mortality of 1.76 
per cent, and total hysterectomy 195 times with 
three deaths, a mortality of 1.54 per cent. Routine 
serial sections of 900 uteri removed showed that 
cancer coexisted in the stump in more than 2 per 
cent. 

The author contends that there is no need to 
shorten the vagina in the total operation. 

As regards morbidity, he states that simple cases 
run as smooth a course after the total operation as 
after the subtotal operation, but purulent cases 
progress better with the vaginal drainage afforded 
by the total operation. 

Even above the age of 40 years it is better to con- 
serve one or both ovaries if they are healthy. 

Complete hemostasis can be effected only by 
radiotherapy, by a “bloodless castration” which is a 
disaster for a woman under 40 years of age. 

The mortality of radiotherapy has been placed at 
1.5 per cent. This is about that of hysterectomy 
but the risks are such that it is a greater responsibili- 
ty to advise the use of radiotherapy in preference to 
radical operation. 

The indications for radiotherapy are: relatively 
small tumors uncomplicated by degeneration or dis- 
ease of the appendages; cases in which the syndrome 
closely simulates that of the myopathic uterus 
(chronic metritis), causing postponement of the 
menopause with severe bleeding after the age of 40 
years; cases of uncomplicated fibroids requiring 
treatment but in which the general health contra- 
indicates operation, and cases of profound secondary 
anemia, in which it may be used to improve the 
patient’s condition sufficiently for radical operation. 


Radium is preferable to the X-ray, being less 
destructive to ovarian tissue and exerting a more 
marked effect on the uterine muscle. 

Uterine fibroids need no treatment whatever in 55 
per cent of the cases. Removal is indicated in 35 
per cent, and radium treatment in ro per cent. 

Rotanp S. Cron, M.D. 


Durante, G., and Roulland, H.: A Malignant 
Embryonal Tumor of the Uterus: Myxochon- 
droma (Tumeur embryonnaire maligne de l’utérus: 
myxochondrome). Gynécologie, 1924, xxiii, 193. 

A very rare and interesting tumor of the uterus is 
reported. The patient, a 52-year old woman who 
had been married twenty-six years, gave a history 
of two miscarriages and the normal delivery of a 
female child. The normal delivery was followed by 
a febrile puerperium which confined her to bed for 
six weeks. Three years before she was seen by the 
authors she suffered with menorrhagia. Later, men- 
struation became irregular, painful, and more or 
less hemorrhagic. In February, 1923, a curettage 
was performed, but a month later the bleeding 
recurred and the flow was greater than ever. 

When the patient was examined by the authors 
she had lost considerable weight and her pulse was 
110. The abdomen was tender and distended and 
there was a foetid serosanguinous discharge from 
the vagina. Complaint was made of painful 
diarrhoea and nausea. Vaginal examination re- 
vealed a funnel-shaped cavity at the end of the 
vagina from which there emanated a very fectid 
odor. At the base of this cavity was an irregular 
soft tumor. A diagnosis of neoplastic uterus with 
peritoneal reaction was made. 

Operation, performed May 22, 1923, revealed an 
epiploic mass adherent to the uterus. On separation 
of this mass a blackish liquid escaped. The uterus, 
which was the size of a fist, presented on its middle 
and anterior surface an ovary from which protruded 
a mass of the same consistency as that palpated on 
vaginal examination. A total hysterectomy was 
performed. There was no enlargement of the 
lumbar glands. After a stormy convalescence the 
patient improved gradually and was discharged 
on the twenty-eighth day. 

Four months later her family physician wrote 
the authors that she had been seized with severe 
abdominal pains and presented on the right side of 
the abdominal scar a tumor about the size of an egg. 
When this was opened it proved to be of the same 
type as the growth that had been removed. There- 
after, her condition became gradually worse and 
she died at the end of September. 

The uterus was the size of a fist and presented 
nothing abnormal on its posterior surface. On its 
anterior surface its wall had been replaced by a 
budding friable mass in the center of which was an 
orifice communicating directly with the uterine 
cavity. 

The neoplastic mass infiltrated into the myome- 
trium, branching from all sides. Its extension was 
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greater on the peritoneal surface than on the intra- 
uterine surface. It was softer than the myometrium 
and of a darker color. 

On microscopic examination the tumor was found 
to be formed of tissue closely resembling that of a 
very young embryo. In the middle of the stroma 
were small cartilaginous masses. The neoplasm 
expanded by sending out between the uterine 
bundles branches composed of a myxoid type of 
tissue. On the basis of the microscopic picture the 
authors came to the conclusion that the tumor was 
embryonal in type and very malignant. 

The article is illustrated by numerous photo- 


micrographs. SALVATORE DI Parma, M.D. 
Forsdike, S.: Cancer of the Cervix. Brit. M. J., 
1924, li, 94. 


The author discusses the etiology of cancer, 
drawing attention to the relationship of precan- 
cerous conditions such as erosions, fissures, lacer- 
ations, chronic cervicitis, and bleeding cervix to 
lowered resistance due to malnutrition and infection. 

He has not been able to correlate the type of 
malignant cell with the degree of malignancy. The 
diagnosis depends on digital examination, visual 
inspection, and microscopic examination of removed 
tissue. 

In cases of carcinoma clinically limited to the 
cervix the only treatment is operation. 

When the lesion has invaded the pericervical tis- 
sues, radium treatment of the cervix and X-ray 
treatment of the pelvic tissues are indicated. 

Salts of copper play an important though sub- 
sidiary part in treatment with radium. 

In surgical cases, pre-operative and postoperative 
irradiation is of considerable value. 

Roanp S. Cron, M.D. 


Greenough, R. B.: The Treatment of Malignant 
Diseases with Radium and the X-Ray: I. Cancer 
of the Cervix. Surg.,Gynec. & Obst., 1924, xxxix, 18. 


Of 829 women with cancer of the cervix, ninety- 
four were free from the disease three years or longer 
after treatment. More than half of these “cures” 
were obtained by the use of radium and the X-ray 
without radical operation. No ‘cures’? were ob- 
tained with the cautery alone. 

In 243 cases of early favorable and borderline 
cases hysterectomy alone cured one in three, with 
an operative mortality of one in five. Radium with 
palliative operation (cautery) cured about one in 
three and radium alone or with palliative operation 
about one in five. Under these conditions it may be 
said that the choice between operation and radium 
in the treatment of early and favorable cases of 
cancer of the cervix is an open choice. It is to be 
borne in mind that the results of radium treatment 
with present-day technique are not yet known, but 
it is generally believed that they will be better than 
is indicated by the figures here presented. 

In more advanced cases the “cures” obtained by 
radiation or hysterectomy were very few. 
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In unsuccessfully treated early cases the duration 
of life is somewhat greater after radium than after 
operation. The formation of rectovaginal and vesi- 
covaginal fistula occurred with nearly equal fre- 
quency following all methods of treatment. 

Radium with or without the X-ray or palliative 
operation was the most important agency in the 
destruction of local disease in cases which failed to 
obtain a “cure.”’ The value of radium as a palliative 
agent in advanced cases is beyond dispute. 

In the treatment of recurrences following hyster- 
ectomy and in cancer of the cervical stump, radium 
therapy is to be preferred to other methods. 

A dosage of radium sufficiently large for destruc- 
tion of the local lesion is necessary. 

In conclusion the author states that a uniform 
classification of the pathological varieties of cancer 
is desirable. CARL H. Davis, M.D. 


Schreiner, B. F., and Kress, L. C.: Untoward Re- 
sults in Radiation Therapy of Uterine Cancer 
When Complicated with Latent Gonococcic 
Salpingitis. Am. J. Roentgenol., 1924, xii, 51. 


This report is based on a study of 404 cases of 
cancer of the uterus treated by radiation at the 
New York State Institute for the Study of Malig- 
nant Disease. In five cases there was a severe 
peritonitis and in four it resulted in death. These 
five cases are reported briefly. 

While chronic salpingitis complicating uterine 
cancer may sometimes cause a fatal peritonitis 
following radiation, the authors do not believe that 
all cases of gonococcic infection complicating cancer 
of the uterus will have such disastrous results. 
Intra-uterine manipulation may be a factor in light- 
ing up old gonococcic infections, but in the cases 
reported was not the sole cause. Gonococcic sal- 
pingitis may be lighted up by external radiation 
alone in cancer doses. Cart H. Davis, M.D. 


Babcock, W. W.: Chemical Hysterectomy. Am. J. 
Obst. & Gynec., 1924, vii, 693. 

For chemical hysterectomy the patient is prepared 
and placed in the position used for uterine dilatation. 
Local or general anesthesia may be employed. The 
cervix and internal os are dilated sufficiently for the 
introduction of a uterine packer, the cavity of the 
uterus is explored, and scrapings and the discharge 
are removed for laboratory study. A uterine packer, 
preferably one with an obturator, is introduced well 
through the internal os, and the cavity of the cervix 
and uterus is thoroughly packed with a narrow gauze 
tape impregnated with a saturated solution of 
chloride of zinc. During this procedure the vagina 
is protected by a strip of gauze impregnated with dry 
sodium bicarbonate that extends from behind the 
cervix out under the weighted vaginal retractor. 
The vagina is so packed with other strips of the soda- 
impregnated gauze that the cervix and the caustic 
tape issuing from it are completely surrounded. _ 

The packing, including the caustic tape, is with- 
drawn at the end of seventy-two hours or less, de- 
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pending upon the amount of gauze used and the 
thickness of the uterine walls. If 15 mils or less of 
gauze are used the packing is removed in seventy- 
two hours; if 30 mils of gauze are used, it is removed 
in eighteen hours; and if 60 mils are used, it is re- 
moved in four and one-half hours, the duration of 
the application of caustic being equal to seventy-two 
hours divided by the square of the multiple of 15 
milsof gauze. The time of the application is checked 
also by the thinness of the uterine walls. It should 
not exceed the number of hours represented by the 
thickness of the uterine walls in millimeters multi- 
plied by two. When the uterine walls are only 3 mm. 
thick, the caustic should not be left in for more than 
six hours; when they are 6 mm. thick, it should not 
be left in for more than twelve hours; and when they 
are 1 cm. thick, it should not be left in for more than 
twenty hours. 

The uterine slough will usually come away after 
about a week. The expulsion of the mass may be 
associated with uterine colic. While some of the 
author’s patients have been permitted to be out of 
bed after the fourth day, it is wise to keep them 
in bed for one week and under supervision for nine 
days. 

Chemical hysterectomy is presented as an addi- 
tional measure for the removal of the essential parts 
of the uterus, but must be used with care and good 
judgment. It has a somewhat limited field and will 
not supersede the use of radium in gynecology or the 
scalpel for hysterectomy. While it is obviously 
more dangerous than radium and therefore not even 
a competitor against it in the treatment of the sim- 
pler forms of uterine bleeding, it has the advantage 
of permanency of effect and the elimination of asso- 
ciated intra-uterine infection. 

Epwarp L. CorneE.t, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Chevrier, L., Fumery, J., and Dausse, C.: Results 
Obtained from Autovaccine Therapy in Utero- 
Adnexal Affections (De quelques résultats ob- 
tenus grace 4 l’autovaccinothérapie dans le traite- 
ment des affections utéro-annexielles). Rev. frang. 
de gynéc. et d’obst., 1924, Xix, 193. 

Not satisfied with either medical or surgical treat- 
ment in many cases of inflammatory utero-adnexal 
conditions on account of the associated prolonged 
morbidity or mutilation, the authors experimented 
with autogenous vaccine therapy as an adjuvant 
to the usual methods of treatment. The best results 
were obtained in recent acute infections. In chronic 
cases the isolation of the infecting organisms is 
rendered very difficult by the presence of second- 
ary infections. 

The material for the autovaccine was obtained 
from the cervix by means of a pipette, one end of 
which was bent at an angle of 140 degrees. The 
patient was placed in the lithotomy position, the 
parts were scrubbed, and-a vaginal douche of 
boiled water at body temperature and without any 
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added antiseptic was given. A sterile speculum was 
then introduced to expose the cervix. Dilatation 
of the cervix was seldom necessary. It is very im- 
portant that no vaginal secretion be obtained. If 
there was no discharge, the material for culture was 
obtained by means of a platinum needle introduced 
into the cervical cavity. From immediate exami- 
nation of the material on a slide it was usually 
possible to determine whether the infection was due 
to a streptococcus or the gonococcus, but in all 
cases a medium that would grow both types of 
organisms was employed. 

Vaccine therapy was first used by the authors in 
June, 1922. All of the patients who received this 
treatment were given douches and enemas every 
morning and evening. In general, they received one 
or two series of ten injections of 1 or 2 c.cm. of the 
vaccine every other day. The fifty cases treated 
included salpingitis, salpingo-odphoritis, pelvic 
peritonitis, parametritis, and metritis. The sites of 
injection were on the abdomen, above the iliac 
spine, and on the thorax. The vaccine was injected 
very slowly. It was found to be contra-indicated in 
patients with tuberculosis and albuminuria. The 
local reaction was often painful and associated with 
inflammation, but in eight cases there was no pain 
or local manifestation. In fifteen cases only pain 
was present. In seven cases the reaction was 
severe. Usually it occurred only after the first few 
injections. Pain was caused by all of the injections 
in only three cases. 

In thirty cases there was a general reaction. 
Usually this followed the second, fourth, or eighth 
injection. It was manifested by a moderate fever 
(37-3 degrees C.), chilly sensations, and malaise. 
In some cases it was marked. When a focal reaction 
was obtained the patient was usually relieved very 
quickly. This reaction consisted of a pricking 
sensation in the region of the. adnexa, congestion of 
the uterus (an increase of metrorrhagia or the 
appearance of a bloody uterine discharge), and a 
change in the discharge from a very viscid, stringy, 
greenish or yellowish fluid to a serous and clear 
fluid. 

The appetite often returned soon after the 
beginning of the treatment and there was a gain in 
weight. In general, the first injection was not 
followed by fever. After the second and third, the 
temperature rose, but after the fourth and fifth it 
slowly returned tonormal. The sixth injection caused 
fever again, and after the other injections the tem- 
perature oscillated for a while and finally dropped 
to normal. 

The action of the vaccine on the functional dis- 
turbances was evidenced by arrest of the metror- 
rhagia and frequently by complete cessation of the 
leucorrhcea. If the leucorrhoea persisted it was very 
slight, serous, and intermittent. After the fourth 
injection the pain became less severe and soon 
ceased. This last effect was constant. The physical 
signs of the infection were improved in almost every 
case. SALVATORE bi Patma, M.D. 
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Schlink, H. H.: A Clinical Contribution on In- 
ternal and External Migration of the Ovum 
and the Importance of Excising the Intramu- 
ral Portion of the Fallopian Tube in the Op- 
eration of Salpingectomy. Med. J. Australia, 
1924, i, 555- 

Internal migration of the ovum has been proved 
to take place in the sow. In tubal pregnancy in the 
human female the corpus luteum has been found in 
the ovary opposite the pregnant tube. Migration of 
the ovum in the human female can be demonstrated 
only under exceptional conditions. The author has 
clinical evidence of both internal and external 
wandering of the fertilized ovum and reports a case 
of external and internal migration occurring in the 
same woman. 

Six weeks after a curettage for incomplete abortion 
the patient entered the hospital with pelvic inflam- 
mation. At laparotomy both tubes were found in- 
flamed and the left was occluded. The right ovary 
was degenerated and cystic. A left salpingectomy 
was performed but the intramural portion of the tube 
was not removed. The right ovary was excised and 
the right tube left in situ. 

Two years later the patient was admitted in a 
state of exsanguination and collapse, with a history 
of sudden pain in the abdomen and fainting but no 
amenorrhcea. The abdomen was greatly distended 
and fluid was present in the pouch of Douglas. When 
the peritoneum was opened a large amount of fluid 
blood was evacuated. The uterus showed a large 
rent in the position of the cut-off stump of the left 
tube. No fetus was found. Because of the patient’s 
desperate condition the abdomen was quickly closed. 
Recovery followed. 

Four months later the abdomen was again opened, 
the diseased and adherent right tube was removed, 
and ventrofixation of the uterus was done. 

The author believes that the ovum, after escaping 
from its graafian follicle on the left side, was carried 
across the back of the uterus by the currents set up 
by the muscular action of the fallopian tube and its 
fimbria on the right side, became fertilized, and then 
continued on its way to the uterine cavity and into 
the cul-de-sac of endometrial mucous membrane 
formed by the unremoved intramural portion of the 
left fallopian tube. There it continued to grow, 
eroded through the less resisting mucous membrane 
of the tube and finally ruptured into the peritoneal] 
cavity. 

In conclusion Schlink states that this case em- 
phasizes the importance of removing the intramural 
portion of the tube in salpingectomy. 

Harry W. Fink, M.D. 


Anspach, B. M.: The Preservation of the Ovaries 
in Pelvic Surgery. Allantic M.J., 1924, xxvii, 625. 


From a study of 170 cases operated upon, the 
author draws the following conclusions. 

Conservation of one ovary or of both is of great 
value in pelvic surgery. The condition of patients 
operated upon conservatively is vastly better than 


that of patients who have been subjected to radical 
procedures. This is evident from the absence or 
postponement of menopausal symptoms, the infre- 
quency of backache, abdominal pain, and necessity 
for postoperative pelvic treatment, and the patient's 
own estimate of her general well-being. 

The surgeon’s attitude should depend upon the 
age and social standing of the patient. In the young 
unmarried woman and in the sterile married 
woman who desires to bear children the ovaries must 
be conserved if this is possible. In the cases of older 
unmarried women, the operator should be guided 
by the patient’s desire for marriage and child- 
bearing and her nervous and mental equilibrium. 
In multipare, conservation of the uterus with the 
ovary or ovaries is less important, but in each 


‘instance the final decision must depend upon the 


age, the social status, and desire of the patient 
herself. After the age of 35 years the indication 
for conservatism rapidly becomes less definite; 
although menopausal symptoms may supervene, 
the use of ovarian extract will tide the patient over 
a trying period and the balance will then be restored, 
the patient being free meanwhile from the physical 
suffering entailed by the presence of pathologic 
lesions in the pelvis and their results. 

Except in the very young and unmarried conserva- 
tism should not be practiced when it is probable 
that the organs allowed to remain will give rise to 
future trouble, unless it is the expressed desire of 
the patient to run such a risk. 

Conservation of the ovaries in hysterectomy for 
uterine myoma is more uniformly successful than 
their conservation in hysterectomy for pelvic in- 
flammatory disease. Obviously this is due to the 
fact that the ovaries are healthy in a much larger 
percentage of the cases of myoma than in those of 
pelvic inflammation. 

When possible, the tube should always be con- 
served with the ovary. 

Single graafian follicle or corpus luteum cysts of 
the ovary are more favorable cases for resection 
than are small or multiple cystic degenerations of 
the entire ovary. When it is important to conserve 
ovarian function and one ovary is entirely healthy 
and the other one is diseased, extirpation of the 
diseased organ is preferable to ovarian resection. 

In cases of displacement of the uterus with 
pelvic adhesions in which both ovaries exhibit 
thickened capsules and multiple small cystic 
degenerations and conservatism seems desirable, 
it is advisable to release adhesions and place the 
ovaries in good position by some procedure not 
involving direct suture of the ovary itself. This is 
usually more successful than bilateral resection 
unless decided hypertrophy is present. In the latter 
case, of course, bilateral resection must be performed. 

The unfavorable results of hysterosalpingo- 
odphorectomy are not always recognized by the 
patient in the form of hot or cold flashes. In some 
cases complaint may be made of nervous instability, 
irritability, loss of initiative and general asthenia, 
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without mention of the typical vasomotor dis- 
turbances. 

Sexual desire is little affected by castration after 
it has been developed. Not infrequently the 
pathologic condition removed by operation, even 
though complete castration is necessary, relieves 
dyspareunia and makes coitus more acceptable to 
the woman than before. 

The administration of the dried preparations of 
the entire ovary, freshly prepared, greatly amelio- 
rates the symptoms of the artificial menopause. 
When bilateral odphorectomy is performed, the 
administration of these products should be begun 
immediately and continued indefinitely. 

When both ovaries have been removed or when, 
in spite of conservation of one or both ovaries, the 
removal of the uterine fundus or excision of the 
fallopian tubes has arrested the menstrual flow or 
made reproduction impossible care is necessary in 
advising the patient or her family regarding the 
nature of the operation. 

If good judgment is used much can be done to 
save the pride of the wife and the faithfulness of 
the husband, and the patient’s mental complacency 
will not be left to the mercy of inquisitive and 
gossiping friends. Rotanp S. Cron, M.D. 


Miller, C. J.: An Ovarian Graft: A Case Report. 
N. Orleans M. & S. J., 1924, Ixxvi, 547. 


The patient, a woman 28 years old, first consulted 
the author in 1915. She had had typhoid at the age 
of 19 years, measles and mumps recently, and 
malaria several times. Menstruation began in her 
seventeenth year and after the first year was fairly 
regular. She had always been nervous and had al- 
ways suffered from dysmenorrhoea with intense back- 
ache and headache. She had had one full-term 
normal delivery which caused severe laceration and 
was followed by slight fever. Two years before she 
consulted the author, she had an appendectomy, and 
at the same operation the entire left ovary and a 
portion of the right ovary were removed because of 
multiple cysts, and the lacerations were repaired. 
se results of the repair of the lacerations were not 
good. 

In April, 1915, the uterus was curetted, an exten- 
sive tear of the cervix repaired, the right ovary re- 
moved, and the uterus suspended by the Mont- 
gomery technique. The remnant of ovary was 
markedly cystic and buried in adhesions, and there 
were marked adhesions between the sigmoid and the 
stump of the left ovary. The latter were freed. As 
small portions of the ovarian tissue appeared normal, 
about half of the remaining portion of the right ovary 
was tucked away in a dry area behind the peritoneum 
and the left rectus muscle. 

Menstruation was re-established about three 
months after the operation. The periods were ir- 
regular, frequently coming on a week or two ahead 
of time, but the dysmenorrhcea ceased entirely. 

In July of 1917 the patient reported that about 
three months previously a small mass which was very 


sensitive to pressure appeared about an inch to the 
left of the scar and was gradually enlarging. Coinci- 
dent with its appearance practically continuous 
metrorrhagia began. Examination showed what was 
obviously a cystic condition of the ovarian graft, and 
excision of the graft was advised. 

The operation was entirely without incident. A 
small portion of the graft was apparently still 
normal, but the lower end was cystic and contained 
about 3 oz. of clear fluid. Microscopic study revealed 
an active corpus luteum. Within a few days after 
the operation the metrorrhagia ceased entirely, and 
since then there has been no return of the flow. 

Cart H. Davis, M.D. 


EXTERNAL GENITALIA 


Fraenkel, L.: The Formation of a Vagina from 
Skin (Bildung einer Hautscheide). Zentralbl. f. 
Gynaek., 1924, xlviii, 193. 

As resection of the intestine for the formation of a 
vagina appeared to the author to be too serious an 
operation for the indications, he sought to form a 
vagina from the external skin as this resembles the 
vagina in structure more closely than the mucous 
membrane of the rectum and the supply of it is 
plentiful. As, in prolapse, the mucous membrane of 
the vagina comes to resemble epidermis, it appeared 
probable that in the depths of the pelvis the skin 
would become ‘“‘vaginalized.”’ Moreover, by this 
procedure, favorable preliminary conditions would 
be obtained for voluptas since the corpuscles of the 
nerve endings of the skin show a structure exactly 
like that of the corpuscles of the genital nerves. 

After separation of the bladder from the rectum, 
Fraenkel carries a tube of skin attached by a broad 
base on the vulva through the pelvis and fixes it to 
the abdominal wall. He believes that, because of its 
blood supply from above and below and its insertion 
in the pelvic connective tissue, a vagina thus 
fashioned will survive. 

A case in which this operation was performed was 
that of a healthy 20-year-old girl with well-developed 
secondary sexual characteristics, normal vulva, and 
an intact hymen with a crypt in the center, the size 
of a lentil, from which no passage extended inward. 
The patient was first placed in the dorsogluteal 
position, and after excision of the hymen, a cavity 
of the breadth and depth of a multiparous vagina 
was formed with blunt instruments between the 
bladder and the rectum and packed with iodoform 
gauze. This having been done, the patient was 
placed in the Trendelenburg position and a trans- 
verse Pfannenstiel incision was made. Between the 
bladder and the rectum was then seen a transversely 
running cord about 5 cm. long and with a saddle- 
like indentation in the center which, on the right and 
left sides, increased in size to form the entirely 
disconnected horns of the uterus. The adnexa were 
normal. 

After a transverse incision had been made over 
the vesico-uterine plica to the single mullerian cord 
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which continued downward, the bladder was freed. 
The iodoform gauze was then removed and the 
layers of connective tissue were penetrated to the 
prepared cavity. In the next step the abdominal 
cavity was exposed, the patient was again placed 
in the dorsogluteal position, and two rectangular 
flaps 17 cm. long and 5 cm. wide—one on each side— 
were formed from the lower portion of the labia 
majora and the inner side of the thigh with their 
bases toward the introitus. These flaps were joined 
by catgut sutures to form a tube. The end was 
closed and the tube invaginated in the tunnel, 
closed end foremost. 

With the aid of a forceps inserted from above, the 
tip of the newly constructed vagina was then drawn 
into place. The silk retention sutures previously 
placed in the tip of the skin tube were carried 
laterally on the right and on the left through all 
the layers of the abdominal wall and tied over a 
small roll without tension. Complete peritonization 
of the tube was done and the abdominal wall closed 
in four layers. The thigh wounds were closed with 
interrupted silk sutures. 

A few weeks later the second stage of the operation 
was performed. This consisted in dividing the flaps 
from their bases and suturing them carefully. A 
permanent catheter was then introduced and a 
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protective dressing applied. Fever was present for 
eighteen days. Healing occurred by secondary 
intention. A necrotic strip about 10 cm. long and 
as a wide was extruded through the abdominal 
wall. 

When the wounds were clear and the swelling of 
the vulva had gone down, both flaps were found to 
be healed in, the end of the vagina could not be 
palpated, epithelization was complete, and_ the 
introitus was sufficiently wide. Behind the jn- 
troitus was a constriction through which the finger 
passed into a smooth tube of normal breadth. On 
the left labium majus was a ridge of tissue which 
will be removed later. The upper portion of the 
flaps had become necrotic and cast off because of 
disproportion between length and breadth. Hence 
the anchoring to the anterior abdominal wall was 
not successful. 

For future operations the author proposes (1) to 
implant the rudimentary uterus in the skin sheath, 
(2) to remove the thigh flaps in situ, i.e., with the 
limb in extension and adduction in order to obtain 
a better tendency toward healing, and (3) possibly 
in some cases to take the flaps from the skin of 
the abdomen, parallel with the longitudinal incision, 
and carry them from above downward. 

(G). 
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PREGNANCY AND ITS COMPLICATIONS 


Teacher, J. H.: On the Implantation of the 
Human Ovum and the Early Development of 
the Trophoblast. J. Obst. & Gynec. Brit. Emp., 
1924, XXxi, 165. 

The process by which the human ovum becomes 
enclosed within the decidua is still unknown. Hunter 
stated that the membrane to which he gave the 
name “decidua” was the endometrium modified to 
serve the needs of pregnancy, but offered no theory 
to account for the formation of the decidua reflexa. 
The idea that the mammalian ovum attains its 
access to the stores of nutrition in the maternal 
circulation through the destruction of maternal 
tissue is based on many studies of human and com- 
parative embryology. In a monograph published in 
1899 Peters gathered together all the data that were 
then available. 

The famous Peters’ ovum, about 2 mm. in diam- 
eter, was already embedded in a little swelling of 
the decidua. A gap in the roof of the decidual cavity 
was closed by a mass of fibrin and blood clot. 
Peters’ theory that the human ovum implants itself 
in the decidua and that the gap over it is closed 
by a coagulum still prevails and seems to be borne 
out by the examination of other human ova. 

The Teacher-Bryce ovum, described in 1908 and 
known as “T.B.1,’’ showed only a very small 
circular aperture, the lips of which were composed 
of decidual cells like the rest of the roof of the cavity, 
and the aperture was occupied by a small mass of 
fibrin and leucocytes. It was held that this repre- 
sented a true aperture of entrance for the ovum and 
that the wide gap and closing coagulum of the 
Peters’ ovum were secondary findings. 

This article is a critical re-study of the original 
Teacher-Bryce ovum and of a second ovum to be 
known as “T. B. 2.”” The second ovum was found 
at autopsy at the Glasgow Royal Infirmary on 
June 12, 1923. It was prepared in the usual manner 
and showed more clearly than any previously 
described specimen that there is an adhesion of the 
blastocyst to the roof of the decidual cavity at the 
aperture of entrance and that there is a filling of 
the aperture by an outgrowth of primitive ecto- 
derm. This is a mechanism by which the last en- 
tering parts of the ovum close the aperture through 
which it entered the decidua. For the closing 
plug the author suggests the name “operculum 
decidue. ” 

The monograph is most excellently illustrated by 
ink and colored drawings. 

The author’s conclusions are the following: 

_1. The human ovum burrowsinto the endometrium 
like a vigorous parasite, destroying maternal tissue 
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and provoking an inflammatory and reparative 
reaction. 

2. The closure of the decidua capsularis (refiexa) is 
effected by an apparatus developed from the last 
entering cells of the ectoderm of the ovum. This 
becomes united with the uterine epithelium and 
later with the other tissue of the lips of the aperture 
of entrance. For it, the term “operculum decidue”’ 
is suggested. 

3. The recognition of this apparatus had led to 
the discovery that in the human ovum there is a 
polar structure similar to that seen in the guinea pig 
and hedgehog. The ovum is therefore described as 
having an entering or implantation pole and an 
adhering or closing pole. This polarity determines 
the position of the embryonic rudiment in the 
blastocyst and the situation of the placenta. The 
operculum differs from the traeger of the rodent in 
taking no part in the formation of the placenta. 

4. The operculum usually becomes detached from 
the blastocyst and degenerates when its function of 
closing the aperture of entrance and temporarily 
fixing the ovum have been fulfilled. When the separ- 
ation occurs, an “internal shield” of fibrin formed 
by thrombosis in the implantation cavity closes the 
aperture of entrance from within. In some cases 
the operculum remains attached to the blastocyst 
and an external “closing coagulum” (Gewebspilz) 
may form over it. 

5. The conception (1908) that there are two 
generations of trophoblast, a primitive or implan- 
tation trophoblast and a secondary or attaching or 
placental trophoblast, is found to be justified. 

6. Much of the syncytial part of the primitive 
trophoblast disappears when its functions of form- 
ing the implantation cavity and opening the ma- 
ternal vessels have been discharged. 

7. The rest of it and the primitive cytotrophoblast 
develop into the placental trophoblast, and in the 
first place are concerned with the attachment of 
the ovum and the formation of the intervillous space 
and proper channels between it and the maternal 
circulation. It becomes the chorionic epithelium. 

8. The original Teacher-Bryce ovum, ‘“‘T. B. 1,” 
is found to demonstrate the relations of the maternal 
blood to the ovum prior to the formation of the 
intervillous space. The blood enters the implanta- 

tion cavity as hemorrhages from minute vessels of 
the endometrium and leaves it by the large venous 
sinus which is so conspicuous an object underneath 
most human ova. This sinus must be regarded as a 
normal feature of the surroundings of the ‘wi 
human ovum. Abortion in the case of “T. B. 1, 
appears to have been due to rupture of the sinus 
followed by thrombosis which arrested the circula- 
tion through the implantation cavity. 
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g. In these early arrangements the human ovum 
exhibits fundamental differences from the ovum of 
any other species, the early development of which 
is known. Paut R. Bituincstey, M.D. 


Gessner, W.: The Baden Eclampsia Statistics for 
1921 in the Light of a Functional Treatment 
of Eclampsia (Die badische Eklampsiestatistik 
fuer das Jahr 1921 im Lichte einer funktionellen 
Eklampsiebehandlung). Zentralbl. f. Gynaek., 1924, 
xlviii, 250. 

The author reports the results of the statistics on 
eclampsia from Baden from 1910 to 1921. Accord- 
ing to these, the number of births in Baden have 
increased by only 1 per cent, whereas the incidence 
of eclampsia has increased by 34 per cent. It is 
evident, therefore, that most of the obstetricians 
have not applied prophylactically the teachings of 
the dietetic experiments of the World War. 

Gessner mentions the therapeutic value of pro- 
phylactic early delivery and artificial rupture of the 
membranes, and calls attention to the fact that 
Kollman recommended venesection and reported 
good results from it before it was advocated by 
Engelmann and Zweifel. 

In Gessner’s opinion the favorable effect of chloro- 
form anesthesia is due only to the reduction of the 
intra-abdominal pressure. As proof, he cites the 
statistics of Meyer-Wirz, according to which the 
number of cases of eclampsia increases with the 
increase in the tension of the abdominal wall up to 
the eighth month and then again decreases. Even 
though anesthesia diminishes the tension of the 
abdominal wall, Gessner advocates active treatment 
of eclampsia and favors Braxton-Hicks version. 
Metreurysis is to be avoided in order not to increase 
the danger of eclampsia by increasing the contents 
of the uterus. On the other hand, Gessner mentions 
metreurysis when perforation of the membranes 
must be avoided. 

The author believes that eclampsia is of mechani- 
cal origin. Active treatment by emptying of the 
uterus he calls the “functional therapy of eclamp- 
sia” because the normal circulation of the kidney 
and its function are safeguarded by the relief of the 
tension on the abdominal wall. The important 
point is, not that eclampsia should be treated sur- 
gically, but that surgical treatment should be given 
early. Frey (G). 


Groene, O.: The Results of the Treatment of 
Eclampsia in the Obstetrical Division of the 
General Hospital in Malmoe (Resultate der 
Eklampsiebehandlung auf der Geburtshilflichen 
Abteilung des Allgemeinen-Krankenhauses in Mal- 
moe). Svenska lekartidningen., 1923, xx, 769. 


In the clinic of which the author is the director 
the treatment of eclampsia during the last twelve 
years has been not entirely active nor entirely ex- 
pectant. All undelivered women have been at once 
delivered, but after delivery expectant methods of 
treatment have been used, namely isolation, the 


free administration of narcotics, and venesection. 
Venesection has been done twenty times, but always 
in the puerperium and in cases in which the attacks 
continued. Lumbar puncture has been done sixteen 
times, but while it had no injurious effects, it was of 
no distinct benefit. Decapsulation of the kidney has 
been done twice, but in both cases the woman died. 

The author discusses only cases showing the 
typical convulsive attacks of eclampsia. In 1915 
he collected seventy-nine cases with eleven deaths, 
a mortality of 13.9 per cent. Since then he has treat- 
ed fifty-six cases more, with five deaths, a mortality 
of 8.9 per cent. In all, there were 135 cases with 
sixteen deaths, a mortality of 11.8 per cent. 

In the forty-five cases in which the eclampsia 
began during pregnancy there were six maternal 
deaths, a mortality of 13.3 per cent. Of the forty- 
five children in these cases, seventeen (37.7 per cent) 
died; twenty-four weighed less than 2,000 gm. 

In the twenty-eight cases of eclampsia occurring 
during the first stage of labor five of the mothers 
died, a mortality of 25 per cent. Of the twenty-four 
children, four (16.6 per cent) died. 

In the cases in which the eclampsia began during 
the second stage of labor, there was only one ma- 
ternal death, a mortality of 3.3 per cent, and of 
the thirty-two children, only three (9.3 per cent) 
died. Two of the children who died—one a macer- 
ated anencephalus—weighed less than 2,000 gm. 

In the forty cases in which the eclampsia followed 
delivery, four (10.0 per cent) of the women died, and 
of the forty-four children, three (6.8 per cent) died. 
There were ten pairs of twins. 

In the eleven cases of the first two groups which 
were fatal to the mother, delivery was effected by 
abdominal cesarean section in six, by vaginal 
section in one, with the forceps in one, and by 
version and extraction in one. The last three 
deliveries were effected after dilatation of the 
cervix. In all of these eleven cases the eclampsia 
was severe with numerous attacks and associated 
with anuria. 

In the entire series of ninety-five cases of eclamp- 
sia appearing previous to delivery, major operations 
were performed in forty — vaginal section in seven- 
teen with one death, and cesarean section in twenty- 
three with six deaths. The advisability of such 
radical procedures is always difficult to determine, 
especially in view of the good results obtained in 
some clinics from expectant treatment. Each case 
must be treated according to its particular require- 
ments. The author admits that it may not be 
necessary to resort to cesarean section so often as 
he did up to last year. He now adopts a middle 
course, similar to that of Engelmann. This he out- 
lines as follows: 

Immediately after the onset of eclampsia the 
woman is isolated in a darkened room, venesection 
is done, and morphine is administered. The results 
of expectant treatment are then watched. If the 
attacks subside and no further disturbing symp- 
toms appear, the case is regarded as light and the 
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expectant treatment is continued. If the attacks 
do not subside and other severe eclamptic symptoms 
appear, such as epistaxis and eye symptoms, active 
treatment is instituted and the advisability of 
cesarean section is considered. 

In the cases reviewed the uncorrected infant mor- 
tality (145 cases with twenty-seven deaths) was 
18.6 per cent, and the corrected mortality (119 
cases with nine deaths; one macerated anencephalus 
and twenty-five children weighing less than 2,000 
gm.) was 7.5 per cent. Five cases of eclampsia were 
complicated by premature separation of the pla- 
centa. In three cases the eclampsia was recurrent, 
and in one of these was fatal. 

The author discusses also the results of treatment 
during pre-eclamptic toxemia, the preliminary 
stage of eclampsia. As is well known, Essen-Moeller 
has advocated so-called active prophylaxis, by which 
he means the induction of labor by active interven- 
tion during the stage of toxemia which precedes the 
eclampsia. 

Groené does not share Essen-Moeller’s enthu- 
siasm regarding active prophylaxis. In thirty-nine 
of his cases of pre-eclamptic toxemia there were 
four deaths. These occurred before an eclamptic 
attack, but at autopsy the typical and very marked 
changes of eclampsia were found. Therefore, pre- 
eclamptic toxemia is not to be considered a rela- 
tively benign preliminary stage of eclampsia, as 
might be assumed from Essen-Moeller’s report. It 
is a very serious condition which, in the author’s 
cases, had practically the same mortality as eclamp- 
sia itself. 

In Essen-Moeller’s cases there were three deaths, 
but these, strangely, were reckoned with the deaths 
due to eclampsia. Of forty-four children (five 
pairs of twins) twelve were born dead or died soon 
after birth; three of the twelve weighed less than 
2,000 gm. and seven less than 1,000 gm. Essen- 
Moeller’s observation that with an increase in 
cases of pre-eclamptic toxemia, eclampsia decreased, 
the author was unable to substantiate in his cases; 
on the contrary he noted a certain parallelism. 

Groené designates as cases of pre-eclamptic 
toxemia only those with albuminuria, a high blood 
pressure, headache, vomiting, pain in the epigas- 
trium, eye symptoms, and general restlessness or 
apathy. 

The author mentions also cases in which eclampsia 
begins with a very acute onset and in which no 
prophylaxis is of value. 

In a table is given a summary of all severe cases 
of toxemia of pregnancy observed in the course of 
ten years. In 11,906 births there were eighty-six 
cases of eclampsia, thirty-nine cases of pre-eclamptic 
toxemia, forty-seven cases of premature separation 
of the placenta, and 644 nephropathic cases with 
more than 1 per cent of albumin in the urine. In 
the years of the war, from 1917 to 1918, when food 
was rationed in Sweden, there was a distinct 
decrease in the frequency of the toxemias of 
pregnancy. SAENGER (G). 
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LABOR AND ITS COMPLICATIONS 


Murray, E. F.: Caesarean Section. Brit. M.J., 1924, 
i, 44. 

This article is based on 116 ca#sarean sections, 
the majority of which were performed to antici- 
pate or relieve obstruction of labor due to pelvic 
contraction and the others for less common indi- 
cations. The operation was the classical cesarean 
section. 

In the seventy-five cases the ratio of posterior to 
anterior placenta was 4:3, but in patients who had 
had a previous section this ratio was 3:1. The 
= of rupture of an old scar was found to be negli- 
gible. 

A large number of the patients were undersized 
and rachitic, and in the primipare an abdominal 
examination alone was usually sufficient to reveal a 
contracted pelvis. In some cases an anesthetic was 
given and an attempt made to determine whether 
the head would enter the pelvis. Contraction at the 
outlet is less common but more dangerous and often 
not recognized until the head is engaged. 

In obstructed labor the peritoneal fluid was some- 
times increased in amount. In some cases Bandl’s 
ring was present and required incision; the lower 
uterine segment was very thin and the upper seg- 
ment in a state of tonic contraction. Intact mem- 
branes usually mean that the child is safe for the 
time being. As a rule the lower uterine segment and 
cervix were nipped by the head on the pelvic brim. 
In late cases with obvious infection the chorion was 
yellow and stripped off with difficulty. 

Prolonged labor, much interference, and the 
presence of Bandl’s ring constitute strong presump- 
tive evidence of infection. A discharge developing 
during labor after rupture of the membranes and 
associated with soreness and redness of the vulva is 
almost certain proof. Offensive liquor from the 
uterine cavity giving a positive culture is positive 
proof of infection. 

In all of forty-three cases which were operated 
upon early in labor, before or soon after rupture of 
the membranes, the mothers and infants survived. 
All of the women who died in the other cases, except 
two who succumbed under anesthesia, were greatly 
exhausted and definitely infected. There were ten 
maternal and twelve fetal deaths. All but two of 
the infants that died were dead at the time of 
operation. Four of the mothers of dead infants 
died and eight recovered. In the author’s opinion, 
cesarean section was more advisable than crani- 
otomy on the dead babies. In cases of suspected 
infection subtotal hysterectomy is not indicated, 
and when infection is definitely present, neither 
total nor subtotal hysterectomy is of avail. 

Besides cases of contracted pelvis, the operation 
was done also in cases of placenta previa, prolapse of 
the cord, occiput posterior position, pendulous 
abdomen with marked Pott’s disease, tumor, cervical 
and vaginal stenosis, and eclampsia. 

Paut R. M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Franke, U.: Puerperal Statistics for Twenty-Two 
Years (22 Jahre Wochenbett-Statistik). Arch. f.Gy- 
naek., 1923, CXxi, 101. 


The statistics here reported are the registered 
observations on the course of the puerperium in the 
provincial School for Midwives in Breslau during 
the period from 1900 to 1922. They form a con- 
tinuation of the puerperal statistics of this institu- 
tion from 1896 to 1900 which were reported by 
Baumm. Since, for thirty-six years, the body 
temperature has invariably been taken by rectum 
in this institution, the material is uniform and 
suite 1 to statistical comparison. 

A _.erperium in which the temperature rose even 
once <o 38.1 degrees C. or over was recorded as 
showing fever. Cases in which it rose once to 39.0 
degrees C. and was present to a slight degree for at 
least three days, those in which it reached 39.0 
degrees C. or over several times, and those in 
which there was an evening temperature between 
38.0 and 39.0 degrees C. for from eight to ten days 
were classed as showing marked fever. The sta- 
tistics include only cases of spontaneous birth, 
with or without laceration of the perineum and 
perineal suture. 

In the group of cases in which internal examina- 
tions were made it was found that the curves of 
slight and marked fever remained at a constant 
level throughout the entire period and none of the 
new methods of disinfection had any favorable 
influence on the course of the puerperium. 

The disinfectants used were lysol, bichloride of 
mercury, and cresol soap. Since 1903 the directions 
for disinfection of the hands given in the Prussian 
Textbook for Midwives have been followed. In 
1905, 70 per cent alcohol was added to both the 
sublimate and cresol soap disinfection. 

For the sake of experiment, internal examinations 
were made also with non-disinfected hands. The 
curves remained unchanged. While this suggests 
that disinfection is unnecessary, there were small 
isolated epidemics that could not be accounted for 
except by the assumption that the examining hand 
was the carrier of the infection. 

In the 8,864 cases not examined there was slight 
fever in 29.7 per cent and marked fever in 7.1 per 
cent. Therefore the incidence of fever was less than 
in the cases in which examinations were made. The 
difference in the incidence of severe fever was par- 
ticularly marked. This fact indicates that when the 
examining hand carries pathogenic bacteria with 
which the patient is not able to cope successfully 
from the beginning, the resulting fever will be 
severe. 

In the preparation of the pregnant woman the 
genitalia were treated by various methods with or 
without subsequent disinfection, but the results 
were never so strikingly different that positive con- 
clusions could be drawn regarding the worth of any 
particular procedure. 


Puerperal women with laceration of the perineum 
have a considerably higher morbidity than those 
without laceration. In perineorraphy by Baumm’s 
technique the needle was never allowed to penetrate 
into the vagina; the wound was closed by deep 
catgut skin sutures around the wound. Fever 
occurred in 70.2 per cent of the puerperal cases with 
a malodorous lochial discharge, and was present 
during delivery in 588 cases. In 54.2 per cent of the 
latter it was absent or very slight during the puer- 
perium, in 26.9 per cent it was slight, and in 18.9 
per cent it was marked. Therefore fever during 
labor is of itself not an indication for artificial 
delivery. THALER (G). 


Miller, C. J.: The Treatment of Puerperal Infec- 
tion. Texas State J. M., 1924, xx, 168. 


Miller reviews the results obtained in 426 cases 
of puerperal infection including abortions and mis- 
carriages of all types, cases in which the patient was 
delivered before her admission to the hospital, and 
cases from the obstetrical service. In every instance 
treatment was based on the principle of absolute 
non-interference unless bleeding demanded imme- 
diate intervention. When it was necessary to invade 
the cavity of the uterus, interference was delayed 
until the acute symptoms had subsided and surgery 
was limited to the simple opening of pus collections. 

There were forty-nine cases of frank septicemia, 
with twelve deaths; five of these patients were 
admitted moribund and died within the first twenty- 
four hours. Four of the other cases were complicated 
by pneumonia, one by a puerperal psychosis, and 
one by a postpartal hemorrhage on the seventeenth 
day and two severe hemorrhages before admission. 
In another instance, death was due to typhoid fever 
complicating a spontaneous abortion. Seventy-four 
patients developed well-marked local lesions such 
as pelvic abscesses, parametritis, peritonitis, throm- 
bophlebitis, etc. A large percentage had symptoms 
which persisted over long periods of time. Tem- 
perature elevations persisting for from fifty to 
seventy-five days were not uncommon. The tedious 
and stormy course of the infection was often a 
temptation to resort to radical measures, but the 
end-results amply justified the policy of waiting. 

The total number of deaths, including those of 
patients admitted moribund, was sixteen, a mortality 
of 3.1 per cent. Excluding the deaths of patients 
admitted moribund, the mortality was 2.6 per cent. 
Miller is confident that if the old radical methods 
had been used the death rate would have been higher. 

Roranp S. Cron, M.D. 


Bailey, H.: The Serum Treatment of Puerperal 
Sepsis. Am. J. Obst. & Gynec., 1924, viii, 7. 


The preparation of the serum to be used in the 
treatment of puerperal sepsis must be efficient from 
a serological standpoint. This means that the 
animals used must be injected with all the known 
procurable strains of hemolytic streptococci and 
must be bled to obtain the immune serum at a time 
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when the antigen is absent. The supply must be 
kept properly and must not be too old. While 
apparently these sera can be re-activated, as shown 
by Weaver and Tunecliff, especially by the addition 
of human serum, there is, nevertheless, a point at 
which re-activation ceases. The date placed on 
the label should be a guarantee that the serum is 
active or may be re-activated up to that day. 

Desensitization must be carried out before the 
administration of the serum if there is the slightest 
doubt that the result of the dermal test is negative. 
When these precautions are taken the serum may 
be considered comparatively harmless, for although 
serum sickness appears in nearly three-fourths of 
cases, this of itself, so far as is known, never causes 
death. The usual signs are urticaria, joint swel- 
ling, and occasionally some oedema of the throat 
occurring either immediately after the injection 
or later. One of the author’s patients developed 
a condition that simulated anaphylactic shock, but 
in this case the serum was administered by dilution 
and the patient received, in all, 1,000 c.cm. of the 
solution. Practical experience has shown that 
dilution is not the best way of administering the 
dose; it is better to inject the serum very slowly 
without dilution. 

In all of the author’s cases the dosage might be 
termed moderate. The amount was limited to 100 
c.cm. in twenty-four hours and when serum sickness 
appeared no further injections were given. If this 
dose is repeated every day for three or four days, 
a sufficient quantity may be given before the serum 
sickness appears. Bailey believes it feasible to give 
more than one dose in twenty-four hours, but he 
has not done so. If the temperature rises in the 
postpartum period and remains above 103 degrees F. 
for forty-eight hours, the dose of 100 c.cm. should be 
given without waiting for the results of the cultures. 

As parametritis occurred very regularly in 
Bailey’s few cases, it appeared that the serum had 
a tendency to localize the disease. The serum treat- 
ment in the first days of the fever should be followed 


by the most careful treatment of the parametritis 
or the inflammation of the pelvic cellular tissues. 

The mortality in the six cases with positive intra- 
uterine cultures of streptococcus hemolyticus was 
16.6 per cent. In the second group—not including 
the case of the patient who went home with a marked 
parametritis against advice on the first day that her 
temperature fell and later returned to the gyne- 
cological ward where she died—the mortality was 
14.3 per cent. In the two groups together, thirteen 
cases in all, the mortality was 15.3 per cent. If the 
death rate is uncorrected the mortality for the 
entire group was 21.4 per cent. 

The only published statistics the author has been 
able to find regarding the mortality in recent cases 
in New York were given in an article by Rosensohn 
who analyzed the bacteremia occurring in the 
Lying-In Hospital from 1920 to 1922. In this 
group there were eight proved cases of streptococcus 
hemolyticus with a mortality of 62.5 per cent. 
There were three cases of non-hemolytic strepto- 
coccus and two with the streptococcus combined 
with bacillus coli. The mortality in all of these 
streptococcus cases, including the two with mixed 
infections, was 61.5 per cent. 

Williams obtained a cure by the administration 
of serum in four cases of postabortal hemolytic 
streptococcemia with positive blood cultures. 

In this article Bailey reports fourteen cases of 
acute puerperal fever, six of which had positive 
intra-uterine cultures of hemolytic streptococci. 
The administration of polyvalent antistreptococcus 
serum was followed in eleven cases by the subsidence 
of the temperature and gradual recovery. The un- 
corrected mortality was 21.4 per cent and the cor- 
rected mortality 15.3 per cent. 

In conclusion the author states that the admin- 
istration of polyvalent antistreptococcus serum 
under the conditions outlined appears to be com- 
paratively harmless and of considerable value in the 
treatment of puerperal sepsis. 

Epwarp L. M.D. 
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ADRENAL, KIDNEY, AND URETER 


Wislocki, G. B., and Crowe, S. J.: Experimental 
Observations on the Adrenals and the Chro- 
maffin System. Bull. Johns Hopkins Hosp., Balt., 
1924, XXxv, 187. 

With the hope of producing the symptoms of Addi- 
son’s disease, the authors attempted to cause adrenal 
insufficiency in animals by removing varying 
amounts of adrenal tissue. Their experiments 
showed that total extirpation of the adrenals in 
dogs and cats always resulted in death within a few 
days, but that as long as a fragment of cortex equal 
to one-fifth of the entire cortical area was left, the 
animal survived without symptoms and without 
showing any manifestations of Addison’s disease. 
This work demonstrates that it is the cortex and 
not the medulla of the adrenal which is necessary 
for the maintenance of life. The same finding has 
been made by other workers. 

The injection of destructive chemicals or toxic 
substances directly into the gland and the ligation 
of the adrenal veins to produce a gradual insuffi- 
ciency failed to have the desired effect. 

To secure a more reliable method of establishing 
adrenal insufficiency and in the hope of producing i in 
dogs a picture resembling that of Addison’s disease, 
the authors removed various amounts of adrenal 
tissue and planted radium in the remaining portion. 
No symptoms of Addison’s disease resulted but the 
radium caused local necrosis of adrenal tissue and 
the death of animals in which enough of the adrenal 
cortex had been left to maintain life. 

In a further study of the abdominal chromaffin 
body, the authors found that in two animals the 
total removal of the chromaffin body and the medul- 
la of the adrenals caused no symptoms. In dogs 
dying as the result of total destruction of the 
adrenal cortex, a marked terminal fall in the blood 
pressure and temperature was observed. 

H. L. Sanrorp, M.D. 


Rehn, E.: Functional Diagnosis of the Kidney in 
Surgery (Die funktionelle Nierendiagnostik in der 
Chirurgie). Arch. f. klin. Chir., 1923, cxxvi, 359. 


The work performed by the kidney under physio- 
logical and pathological conditions can be under- 
stood and estimated correctly only when the 
exchange between the blood and tissues is taken into 
consideration. On this basis Rehn endeavors to 
construct a diagnosis of renal function. 

The maintenance of isoionia (the quantitative 
constancy of the ions composing the salts in the 
blood serum and urine) and the maintenance of 
isotonia (regulation of osmotic pressure) require 
an intact kidney, the most delicate secretory filter 


of osmotically active ions as well as of excess acids 
in the blood. 

According to the view generally accepted today, 
isotonia can be restored only by an exchange be- 
tween the tissues and the blood, and for every sub- 
stance in the blood serum which may be demonstrat- 
ed in the urine there is a definite concentration at 
which secretion by the kidneys begins. Because of 
the sensitivity of the kidneys, derangements of 
isotonia and isoionia must be reflected in the renal 
secretion. On the other hand, changes in the 
kidney itself must exert an influence on the course 
of this regulating action. 

As a measure of the capability of the kidney to 
respond to a change in the acid-base ratio in the 
blood, Rehn uses the hydrogen-ion concentration 
of the urine. Under the influence of renal disease 
this response may change. 

To test renal function Rehn raised the acid con- 
tent of the blood artificially by administering 
hydrochloric acid, or increased the alkali content by 
injecting intravenously a 4 per cent solution of 
bicarbonate of soda. The response of the healthy 
kidney to this derangement was evidenced by a 
change in the proportion of acid to base in the 
urine. The plan of Rehn’s experiments was as 
follows: 

In the morning, before any food had been taken, 
the patient was given to drink 300 c.cm. of water 
containing 20 drops of dilute hydrochloric acid. 
Two hours later a ureteral catheter was introduced 
and the hydrogen-ion concentration of the urine 
from each side was determined by the Michaelis 
method. Then, 50 c.cm. of a 4 per cent solution of 
sodium bicarbonate were injected intravenously, 
and beginning three minutes after the injection, the 
hydrogen-ion concentration was determined at brief 
intervals for seven minutes or longer, according to 
circumstances. 

From tests made in 150 cases, Rehn distinguished 
five types of secretory disturbances in which the 
acid or alkali secretion was changed. 

Definite facts regarding topical diagnosis were 
discovered in animal experiments. In _ tubular 
nephritis caused by bichloride of mercury there is, 
in the first stage, a derangement in the secretion of 
acid; the secretion of alkali remains the same. In 
the second stage the capacity to secrete acid is nega- 
tive, the urine is alkaline, and the administration of 
acid or alkali causes little variation. In glomerular 
nephritis (from Habu poison) the capacity for secre- 
tion in the first stage is good for acid but negative 
for alkali. In.the second stage the reaction of the 
urine is neutral, and the administration of acid or 
alkali causes very slight variations toward an acid 
or alkaline reaction. In the third stage there is a 
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stiffening of the kidney, the secretion of acid is dis- 
turbed and the secretion of alkali and the effect of 
sodium bicarbonate are negative. Scumipt (G). 


Lee-Brown, R. K.: The Circulatory Changes in 
Progressive Hydronephrosis. J. Urol., 1924, xii, 1. 


The author shows that the changes in hydrone- 
phrosis are primarily those of an ischemia, and that 
the glomerular and tubular changes are secondary 
to, and the result of, this ischemia. 

The method followed in the series of experiments 
reviewed consisted in tying the ureter in a series of 
rabbits, killing the animals after varying periods of 
time, and then examining the kidneys microscopic- 
ally after progressive grades of hydronephrosis had 
been produced. To demonstrate the gross vascular 
changes an arterial injection of barium sulphate 
was made and a roentgenogram then taken. The 
microscopic changes were demonstrated by an 
intravenous injection of Berlin blue at 200 mm. 
pressure, which clearly defined even the finest 
capillaries. 

The changes in the circulation in hydronephrosis 
are both immediate and delayed. First, there is an 
engorgement of the entire kidney, the hyperemia 
being due to its continued secretion into a closed 
sac. The tension in the renal pelvis continues to 
increase until this tension is equal to the secretory 
pressure of the kidney. The destruction of the 
tubules and glomeruli is gradual. Some secretion 
goes on in some of the glomeruli for a long time. 
As the degree of hydronephrosis progresses there is 
a definite increase in the pressure from the pelvis 
toward the kidney capsule which compresses all of 


the kidney parenchyma and tends to flatten out the 
vessels and tubules. As the process becomes more 
advanced the parenchyma becomes atrophied until 


only a shell remains. C. D. Homes, M.D. 

Coenen, H., and Silberberg, M.: Perirenal Hy- 
dronephrosis: Its Origin and Relation to 
Perirenal Hzematoma (Die perirenale Hydrone- 
phrose, ihre Entstehung und Beziehung zum peri- 
renalen Haematom). Beitr. z. klin. Chir., 1923, Cxxx, 
374- 

The authors report a case of perirenal hydrone- 
phrosis (the eighth in the literature) in which the 
condition was bilateral and was associated with a 
true hydronephrosis. The operative, autopsy, and 
histological findings (the patient died from carci- 
noma of the bladder) are described in detail and 
should be read in the original article. 

The visceral wall of the perirenal cyst was found 
to be nothing else than the markedly granulating 
and hemorrhagically infiltrated fibrous capsule of 
the kidney. It was evident from the similarity in 
Structure, the content of intact fibers, and the 
transition of the outer into the inner layer that both 
walls of the cyst were part of one and the same 
membrane; the proliferating fibrous capsule of the 
kidney had been divided by an exudate into two 
parts. The cyst was therefore the product of a 
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chronic serous inflammation of the fibrous capsule 
of the kidney—a serous perinephritis. As the 
kidney itself was only slightly changed by inter- 
stitial nephritis, the serous perinephritis must be 
recognized as a distinct entity. 

Normally the renal capsule is an independent 
structure with its own blood supply and lymph 
tracts. Therefore, from the anatomical standpoint 
also, the serous perinephritis must be considered 
a distinct condition and the cause of the perirenal 
hydronephrosis. Adhesion of the tunica fibrosa to 
the renal surface in the absence of inflammatory 
changes in the kidney, which is so often observed 
at autopsy, the authors believe is the terminal 
stage of an old perinephritis without much exudate 
and with no demonstrable infection of the exudate. 
This finding is comparable to adhesion of the leaves 
of the pleura in cases in which the lungs appear 
normal. Possibly the only indications of the serous 
perinephritis were an unexplained lumbago and 
symptoms in the region of the kidney. 

The perirenal hematoma and the hemorrhage 
into the kidney bed may be explained in the same 
way. It is possible also that the perirenal hydrone- 
phrosis may have developed from an encapsulated 
perirenal hematoma, the contents of which were re- 
sorbed as the result of transudation of the serous fluid. 

When the renal cortex becomes permeated by 
small abscesses a perinephritic abscess develops, a 
change analogous to that which occurs in suppura- 
tive pleurisy and meningitis. Interstitial nephritis 
favors the disappearance of the inflammatory ce- 
dema in the fibrous capsule, and a similar influence 
must be attributed also to an associated hydrone- 
phrosis of the posterior part of the renal pelvis, 
which was found in four of the eight cases reported. 

The last cause of perirenal hydronephrosis to be 
considered is bacterial toxins. The heretofore gener- 
ally accepted nephrectomy may usually be avoided 
by opening and draining the cystic sac. 

The diagnosis should be made when hydrone- 
phrosis of the pelvis is assumed, the findings of | 
ureteral catheterization do not agree, and the 
chemical composition of the fluid does not corres- 
pond to that of the urine excreted. JANssEN (Z). 


Cunningham, J. H., and Graves, R. C.: Renal 
Infections. Surg., Gynec. & Obst., 1924, xxxix, 39. 


Experimental and clinical evidence point to the 
hematogenous origin of renal infection, but ascend- 
ing infection is often the only explanation of kidney 
involvement. There are three types of ascending 
renal infection: (1) extension upward along the 
lymphatics in the ureteral wall; (2) extension along 
the ureteral lumen against the column of urine and 
(3) extension along the anatomically intact ureteral 
lumen, the bacteria being carried upward by the 
force of bladder regurgitation. The authors discuss 
the last-mentioned type. 

The regurgitation of vesical contents has been 
proved experimentally. When there is high intra- 
vesical pressure, the frequency of ureteral peristalsis 
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is increased but dilatation and ineffective emptying 
result. With overdistention and fatigue of the 
bladder, the expulsive waves finally cease. After 
regurgitation, the bladder pressure is transmitted 
directly to the renal pelvis. When the ureters have 
been disturbed in previous operations, the degree of 
ureteral activity is of slight importance in the pro- 
duction of bladder regurgitation. Reverse peri- 
stalsis of the ureter plays no part. Regurgitation has 
been proved roentgenoscopically. 

The chief factor in the production of regurgitation 
lies in the bladder, as the reflux never occurs unless 
the vesical musculature has an active tone. The 
tonic contraction of the bladder wall against the 
distending fluid, especially when there is obstruc- 
tion of the vesical neck, opens up the ureteral orifices 
sufficiently to permit regurgitation. Renal infection 
following suprapubic prostatectomy may be due to 
ureteral regurgitation and temporary blocking of 
an indwelling catheter during bladder drainage. 
Ureteral reflux and regurgitation of infected urine 
are important factors in renal infection and explain 
the renal infection associated with bladder-neck 
obstruction when the ureteral orifices appear normal 
cystoscopically. 

Renal infection varies in degree from mild 
pyelitis or pyelonephritis to more or less kidney 
destruction. The differentiation between the 
hematogenous and ascending infections is difficult. 
The absence of vesical-neck obstruction and of 
septic foci suggests a hematogenous origin. Nega- 
tive blood cultures do not preclude the blood route, 
as the culture may be positive during a rigor. The 
organisms most commonly found are the pyogenic 
cocci and the colon bacillus. These are usually 
associated with metastatic foci. 

The pathology of acute unilateral hematogenous 
renal infection differs from that of acute bilateral 
infection, the latter being part of a septicemia or 
pyzmia, whereas the former is due to minute emboli 
in the terminal vessels of the kidney. 

The renal pathology of blood-stream infection is of 
two types: (1) abscess formation, and (2) diffuse 
inflammation without destruction of tissue. In the 
former there are disseminated small separate foci of 
suppuration or miliary abscesses which may enlarge 
and coalesce, rupture the kidney capsule, and form 
a perinephritic abscess. The organisms found are 
the pyogenic cocci, staphylococci, and the strep- 
tococcus pyogenes. The second type, which shows 
no abscesses or solution of tissue and the same 
pathology as the hematogenous type of infection, is 
usually due to ascending infection. As a rule the 
colon bacillus is recovered. 

The clinical course and treatment differ in these 
two forms of disease. When a kidney shows focal 
abscesses and toxemia nephrectomy is necessary, 
whereas in the diffuse non-suppurative form of disease 
less radical measures are indicated. The former con- 
dition must be differentiated from acute gall-bladder 
disease, ruptured duodenal or gastric ulcer, and 
appendicitis. 
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The severe cases require nephrectomy. The mild 
renal infections usually seen are amenable to treat- 
ment by forced fluids, urinary antiseptics, and free 
catharsis. In the more obstinate chronic cases, 
lavage of the renal pelvis is advisable. All sources of 
focal infection in the body and all obstruction to free 
drainage in the urinary tract must be removed. 

Louis NEvuwELT, M.D. 


Dyke, S. C., and Maybury, B. C.: On the Attempted 
oduction of an ‘‘Ascending’’ Renal Infec- 
tion in Rabbits. Brit. J. Surg., 1924, xii, 106. 


The authors report the results of experiments on 
rabbits in which they attempted to produce an 
ascending infection of: (1) the ureters, and (2) the 
kidneys. The organism used was the staphylococ- 
cus. 

In the attempt to cause infection of the ureters 
from the bladder the first step was to produce a 
cystitis. Simple injection of an emulsion of the 
organisms in broth did not suffice. After a trial of 
various methods a small piece of soft Turkey sponge 
impregnated with 10 drops of the emulsion of the 
organisms in broth was introduced into the opened 
bladder and the bladder closed by suture. In every 
instance cystitis resulted. In repeated experiments 
no infection of the ureters or kidneys could be 
demonstrated. 

Therefore the conclusion was drawn that, whatever 
may be the case as to the passage of urine from the 
bladder into the ureters, the production of infection 
in this way does not occur readily, if it occurs 
at all. 

In the experiments to cause infection of the 
kidneys from the ureters, the ureter was exposed 
through an abdominal incision and ligated at the 
juncture of its middle and lower thirds. Through a 
cannula introduced into the proximal ureter an 
emulsion of the organisms was then injected into 
its lumen. Examination of the kidneys at various 
intervals showed the pelvis and ureter dilated with 
pus, but it was not possible to find any evidence 
of ascent of the infection into the tubules of the 
kidney. 

In a repetition of these experiments in which a 
suspension of carmine was employed, it was possible 
to study the effects over longer periods. The results 
were the same. There was no evidence that the 
granules reached the interior of the kidney by 
passing from the pelvis up the lumina of the 
tubules. In two experiments in which India ink was 
used the findings were identical. 

In conclusion the authors state that, at least under 
experimental conditions, the ureterovesical juncture 
offers an insuperable bar to the passage of infection 
from the bladder upward. While it was possible to 
cause infection of the kidney by direct infection of 
the lumen of the ureters, this was due, not to 
regurgitation, but to a direct spread of infection 
through the epithelium of the renal sinus into the 
interstitial substance of the kidney. 

H. A. Fowter, M.D. 
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Avoni, A.: Acute Metastatic Abscesses of the 
Kidney (Contributo allo studio degli ascessi 
metastatici acute del rene). Arch. ital. di chir., 
1924, ix, 266. 

Avoni’s patient was a girl 15 years of age who 
had a history of furunculosis. As the findings of ex- 
amination suggested a suppurative affection of the 
kidney, nephrectomy was done. The removed 
kidney was enlarged, especially at its lower pole. 
Its surface was smooth but showed several knobs. 
On section, this part was found to be almost entirely 
necrotic. Bacteriological examination revealed the 
presence of staphylococci and streptococci. The 
macroscopic and bacteriological examinations con- 
firmed the diagnosis of renal abscess. At one point 
histological examination showed a necrotic hemor- 
thagic focus with partial disappearance of the renal 
parenchyma. It is probable that this was the point 
at which a mycotic embolus became lodged and 
the toxin began its destructive process. 

In Avoni’s opinion, renal abscess is more common 
than is generally believed. The process remains 
silent a long time, and often when operation is per- 
formed it has reached the capsule and has become 
pararenal. 

This type of lesion must not be confused with ab- 
scess due to suppurative nephritis. Both arise from 
infection, but they differ in their evolution, patho- 
genesis, and pathological anatomy. The abscesses 
of focal nephritis, which are usually punctiform and 
very numerous, seldom become large and may 
become cured by cicatrization. The metastatic 
abscesses discussed by the author are usually single 
and of an invading character. 

The metastatic kidney abscess may result from 
an infective focus in the intestines, bones, skin, or 
other structures. A preceding infective disease or 
an associated disease such as nephrolithiasis, must 
be considered as a predisposing cause. When the 
bacteria circulating in the blood become arrested 
in the glomeruli, the glomeruli become the center of 
the abscess. In rare cases the bacteria may reach 
the uriniferous tubules. 

The abscess may open into the capsule, the kidney 
pelvis, or the ureter, or it may remain encapsulated 
and undergo serous or caseous transformation. In 
ae latter event, it may become cured if it is not 

ge. 

When such an abscess is recognized, early sur- 
gical treatment is indicated. If the abscess is cir- 
cumscribed, nephrotomy is sufficient, but if the 
suppuration is diffuse, nephrectomy is indicated if 
the conditions for it are satisfactory. 

W. A. BRENNAN. 


Livermore, G. R.: Intra-Ureteral Manipulations. 
South. M. J., 1924, xvii, 500. 

When the presence of a ureteral stone is definitely 
established, the possibility of its descent should be 
determined by intra-ureteral manipulations rather 
than by operation. Usually stones beyond the renal 
pelvis can be forced to descend into the bladder. 
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The exceptions are very large stones, those em- 
bedded in the ureteral wall, and those covered with 
spicules. 

The attempts at dislodgment should be con- 
tinued as long as the patient shows no ill effects and 
the kidney function is not markedly diminished. 
An attempt should be made to pass the ureteral 
catheter beyond the stone. If this fails, a 2 per cent 
solution of novocaine should be injected and a 
second catheter passed alongside the first or the 
latter withdrawn and a larger catheter or bougie 
introduced. When the instrument has been passed 
beyond the calculus it may be left in place for from 
twenty-four to forty-eight hours. The author has 
devised a flexible shaft with a stone-grasping por- 
tion and a filiform attachment which can be used 
effectively in removing stones from the ureter by 
merely loosening them or changing their position. 
This instrument should not be employed for stone 
extraction. Bugbee’s ureteral fulguration electrode 
is also good. Lewis’ alligator forceps and Bugbee’s 
cystoscopic scissors may be used for stones lodged 
at the intravesical portion of the ureter which 
cannot pass spontaneously. 

Ureteral stricture may be dilated with flexible 
bougies. Stricture at the ureteral meatus is treated 
by fulguration and slitting with cystoscopic scissors 
followed by dilatation with bougies. 

In ureterography the catheter should be with- 
drawn nearly to the ureteral orifice and the injection 
of the pyelographic medium should be made slow- 
ly as the catheter is gradually withdrawn. The 
catheter should fit snugly or it may be armed near 
its tip with a wax bulb to prevent the escape of the 
pyelographic medium. Louis Neuwett, M.D. 


BLADDER, URETHRA, AND PENIS 


Ballenger, E. G., and Elder, O. F.: The Diagnosis 
and Treatment of Certain Conditions of the 
Vesical Neck. South. M. J., 1924, xvii, 506. 


Abnormalities of the verumontanum are fre- 
quently unrecognized because urinary findings such 
as pus, blood, casts, albumin, etc. are absent. The 
symptoms are often misleading. They may be 
urinary, such as undue frequency or pain at the end 
of urination. or sexual, such as premature emissions 
and impotence, or they may consist of nervousness, 
pain in the back or thighs, and a deep itching or dis- 
comfort at the bladder neck, etc. There is usually 
a history of ungratified sexual desire. 

Four points in the diagnosis and treatment are 
emphasized: 

1. The use of a Swinburne endoscope with 
rounded edges and no obturator. 

2. The addition of 12 minims of 1:1,000 adrenalin 
chloride solution to the local anesthetic solution 
injected through an instillator to lessen the pain of 
endoscopic treatment. This should be used only 
after the diagnosis has been established. A 1 per 
cent solution of novocaine or alypin may be injected 
into the anterior urethra and gently milked into the 
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deep urethra, the meatus being clamped. A Bremer- 
mann instillator may then be used to carry the 
solution into the deep urethra. 

3. The cure of bacteriuria not associated with a 
definite lesion in the genito-urinary tract by the 
application of a concentrated silver nitrate solution 
to the verumontanum through the endoscope. 

4. The demonstration of median lobe enlarge- 
ment of the prostate and so-called prostatic snouts 
by roenigenography and distention of the bladder 
with air. Louts NEuwELt, M.D. 


GENITAL ORGANS 


Schwarz, O. A., and Simkow, A.: The Results of 
Conservative and Operative Treatment of Dis- 
eases of the Seminal Vesicles (Ueber die Erfolge 
der konservativen und operativen Behandlung der 
Samenblasenerkrankungen). Zéschr. d. urol. Chir., 
1923, xiv, 180. 

During the last ten years the literature on the 
surgical treatment of diseases of the seminal ves- 
icles has greatly increased. In America especially, 
gonorrhoea of these organs has received considerable 
study. In Germany, although Voelsker’s work 
must be considered fundamental, this subject has 
been greatly neglected. 

The authors first describe the anatomy and 
physiology of the seminal vesicles. In cases of 
inflammation, efficient treatment is hindered by 
their complicated structure. The old controversy 
as to whether these organs are mere receptacles or 
produce a secretion of their own has not yet been 
definitely decided. 

Infection may enter the seminal vesicles from the 
urethra or by way of the blood stream. Its trans- 
migration through the intestinal wall has not been 
proved. 

The organisms are gonococci in 80 per cent of the 
cases, staphylococci in 10 per cent, and pseudo- 
diphtheria bacilli and colon bacilli in ro per cent. 

In 50 per cent of the cases of gonorrhoea a catarrh 
is found. A chronic pus discharge is rare. Other 
pathologic conditions are empyema from obliter- 
ation of the efferent ducts, sclerosis with atrophy, 
and perivesiculitis. 

The symptoms and signs include pain in the 
perineum, blood and pus in the ejaculate, a dis- 
charge, cystitis, pollakiuria, bacteriuria, impotence, 
epididymitis, general malaise (sepsis, rheumatism), 
neurasthenia, and lumbago. 

-In the examination, palpation should be done 
while the bladder is full. According to Legueu, the 
vesicles are always palpable, but it is claimed by 
others that they are rarely felt when normal. The 
expressed secretion should be examined microscopi- 
cally. Especially in cystitis of the trigone, cysto- 
scopic examination is of greater aid than urethro- 
scopy. Urethroscopy is of value for sounding of the 
duct, the injection of drugs, and injections for 
roentgen vesiculography. A perineal or transrectal 
test puncture is of little aid. 
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In the treatment a distinction must be made 
hetween acute and chronic inflammation. In the 
former, rest, warmth, and narcotics are indicated 
and massage is contra-indicated. Operation should 
be performed only after these measures have failed. 
In chronic cases there are three possibilities: (1) 
conservative massage, (2) endoscopic sounding and 
injections from the urethra, and (3) operation con- 
sisting of direct treatment, such as exposure of the 
vesicles, or indirect treatment from the vas deferens. 
Vesiculotomy is indicated by symptoms referred to 
the urethra or genitalia, psychic disturbances, and 
rheumatoid pain. Care is necessary in the choice of 
cases. Vesiculectomy is usually performed in cases 
of tuberculosis or tumor (myoma, sarcoma, car- 
cinoma). It is important that the disease be limited, 
which is seldom the case. Voelsker classifies oper- 
ative procedures as follows: 

1. Operation from above: (a) suprapubic, (b) in- 
guinal. 

2. Operation by the transrectal route. This has 
been abandoned in favor of: 

3. Operation from below: (a) perineal, (b) ischio- 
rectal. 

The method of choice is operation from below by 
the ischiorectal route. RoeEDEttvs (Z). 


Roggiero, O.; Experimental Research on _ the 
Effects of Decortication of the Testicle (Ri- 
cerche sperimentale sugli effetti della decorti- 
cazione del testicolo). Arch. ital. di chir., 1924, |x, 
237. 

Roggiero summarizes the results of his experi- 
ments as follows: 

1. Partial or total decortication of the testicle in 
the rabbit causes lesions which are very similar 
except in their degree and extent. 

2. Such lesions affect the seminiferous epithelium 
and the connective and the interstitial cells. They 
are always more marked in the central parts than 
in the peripheral parts. 


3. The changes in the seminal epithelium consist © 


in disintegration of the physiological fat and gly- 
cogen and the progressive disappearance of the 
investing epithelium. In every case spermato- 
genesis is arrested. 

4. The interstitial cells have more resistance 
than the seminiferous epithelium but somewhat less 
than the intertubular connective tissue. 

5. The final result of decortication, especially if 
it is total, is fibrous atrophy of the testicle in its 
epididymal portion due to the abrupt interruption 
of the vascular or nervous connections. 

W. A. BRENNAN. 


Bumpus, H. C., Jr.: Radium in the Treatment of 
Benign Hypertrophy of the Prostate. J. l/r0l., 
1924, xii, 63. 

The marked reduction in the size of malignant 
prostate glands following thorough radiation early 
led to the hope that an equal reduction might be 
produced in enlarged benign prostates and that 
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the symptoms of obstruction and the residual urine 
would then disappear. 

Eleven patients in the Mayo Clinic have been 
treated by radiation. As the first patient was treated 
in January, 1919, and the last in April, 1922, none 
has been observed less than a year and a half since 
the treatment. The method of administering the 
radium was similar to that employed in the treat- 
ment of malignant prostates. An effort was made 
to expose every part of the gland to approximately 
the same amount of radiation and to prevent any 
one area from becoming overdosed. Four needles 
containing 12.5 mgm. of radium were inserted in the 
prostatic tissue through the perineum, and at the 
end of three hours were withdrawn the length of 
the radium-bearing portion and allowed to remain 
in this position for three hours. The procedure was 
then repeated. Thus, during a nine-hour exposure, 
twelve areas of prostatic tissue were exposed to 
radium emanation, no one area being exposed 
sufficiently long to produce necrosis and slough. 
Approximately 500 mgm.-hrs. of radiation resulted. 

In many cases multiple emanation tubes contain- 
ing usually less than 0.5 mc. of radium emanation 
were thrust directly into the prostatic tissue 
through a direct cystoscope. Usually four such tubes 
were placed in each lobe, the dosage being approxi- 
mately 700 mgm.-hrs. Rectal applications directly 
covering the gland of approximately 400 mgm.-hrs. 
were also applied. A combination of these methods 
insures an aggregate radiation of approximately 
1,500 mgm.-hrs. throughout the entire gland and 
prevents any one area from receiving a dosage 
sufficient to produce extensive necrosis or slough 
such as occurs when needles are allowed to remain 
in one position for many hours. It is the absorption 
of toxic material from areas of necrosis that results 
in the marked febrile reaction commonly seen after 
radium treatment. Localized areas of necrosis 
occur around the bare tubes since this method of 
application does not permit filtering out the short 
beta rays which are exceedingly destructive to the 
immediate tissue surrounding the tubes, but the 
rays do not penetrate far and although such 
multiple areas of necrosis are often the source of a 
febrile reaction, they usually remain localized and 
do not cause the extensive toxemia that is produced 
by large single areas of necrosis around radium- 
bearing needles left in place too long. 

The effects of radium on benign and malignant 
tissues are first a localized cedema and inflammation 
and then fibrosis, hyalinization, and endarteritis. 
The endarteritis is responsible for the exceedingly 
slow healing of radium burns and explains the 
excellent results that may be obtained from ade- 
quate radiation of bleeding prostates. If it is re- 
membered that bleeding is more common in cases 
of benign hypertrophy of the prostate than in cases 
of cancer, it is evident that, as a hemostatic, radium 
is most useful in the former. Several cases have been 
treated in the Mayo Clinic in this manner with very 
satisfactory results. 
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Associated with prostatic enlargement there may 
be severe, almost constant pain and discomfort in 
the perineum and groin, which is often very resistant 
to treatment. The cause is obscure, but if there is 
little or no residual urine, it seems hardly justifiable 
to recommend prostatectomy. Two patients of 
this type were treated with radium. After a period 
of more than three years they reported that they 
had had no recurrence of symptoms and were 
pleased with the results of treatment. In five cases 
with marked enlargement of the gland and several 
ounces of residual urine treatment with an average 
of from 1,000 to 3,200 mgm.-hrs. of radium gave 
disappointing results. In two, prostatectomy was 
performed within a month and in two others a 
cystostomy was done because of increasing signs of 
obstruction. In the fifth case the risk of surgery 
was deemed too great because of the patient’s poor 
general condition and a second course of radium 
treatment was given in the hope of producing 
sufficient atrophy of the gland to permit voiding. 
This was not accomplished and the patient was com- 
pelled to use a catheter for the remainder of his life. 

In certain cases the fibrosis that develops in the 
substance of the gland as the result of the applica- 
tion of radium is followed by cicatrization of the 
urethral orifice corresponding to that found with 
contraction of the neck of the bladder. When this 
occurred in one of the cases, a punch operation was 
performed to relieve the obstruction. In this case, 
as a result of the radium treatment, the residual 
urine was reduced from 10 to 2 oz. but never 
entirely disappeared. 

In two patients with slight prostatic enlargement 
and somewhat less than 4 oz. of residual urine, the 
most satisfactory results were obtained from the 
use of radium. The symptoms of obstruction were 
relieved and the further enlargement of the gland 
probably retarded. 


MISCELLANEOUS 


Welfeld, J.: Two Cases of Non-Parasitary Chyluria; 
With a Review of the Literature. J. Urol., 
1924, xii, 19. 

The author reports two cases of chyluria and 
reviews the literature on the subject. 
Case 1. The patient was a 23-year-old woman, 

a native of Chicago of Polish ancestry. She had 

had some of the common diseases of childhood, but 

was well until the chyluria appeared in her ninth 
year. The condition was of spontaneous origin and 
not preceded by any injury. The only symptom 
complained of was occasional irritation on voiding. 

A heavy meal eaten at night was followed by the 

evacuation of bloody clots or a cheesy material 

associated with the irritation mentioned. The 
patient was able to control this to a certain extent 
by limiting her diet and drinking a large amount of 
water. In the past year she had lost 20 lbs. 

The first cystoscopic examination showed a 
heavy, grayish-white film at the base of the bladder 
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and large balloon-like masses about each ureteral 
orifice. Another mass in the base of the bladder 
resembled a lymphangioma. At a second examina- 
tion four days later the hemagiomatous mass could 
not be seen and the balloon-like masses appeared 
to be an oedema bullosum. On irrigation the cedema- 
like appearance was found to be due to gelatinous 
masses. These masses were washed away by the irri- 
gating fluid. The other bladder findings were normal 
except for the presence of the chylous fluid in the 
urine. The fat content of the urine was 4.2 per cent. 
Microscopic examination showed the absence of 
filaria or other pathogenic organisms. 

Case 2. The patient was an American male 
34 years of age who had come to Chicago six 
months previously. His history was negative up to 
five years ago when the chyluria first appeared. 
At times the chyluria disappeared for three or four 
months. The patient was physically well and 
robust. The chyluria was discovered entirely acci- 
dentally when he was operated upon for hydrocele. 
He refused a cystoscopic examination. The urine 
findings were similar to those in the other case. No 
filaria were found and the blood findings were nor- 
mal. 

The author regards as significant the fact that in 
neither of these cases was any difficulty experienced 
by the patient although in one the symptom had 
been present for fourteen years and in the other it 
had been intermittent. Neither of the patients had 
ever been in a tropical country. 
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Chyluria may result from any condition which 
causes a direct discharge of chyle into the urine, as 
from the blood due to malfunction of the kidney 
or from a lymphatic fistula connecting with the 
bladder or any other part of the urinary tract. 
Usually it appears suddenly in a subject apparently 
healthy. It may be unilateral or bilateral. The only 
constant sign is the presence of chyle in the urine. 
Microscopically the urine contains fat in the molec- 
ular form rather than in globules or large drops. 
In the tropical variety of chyluria the embryos of 
filaria sanguinis occur in the urine almost con- 
stantly. In 1907, Hertz collected forty-five cases 
from the literature; the ages of the subjects ranged 
from 13 to 66 years. 

Chyluria may resemble pyuria and lipuria. In 
pyuria the microscope reveals the presence of pus 
cells. In lipuria the fat is found in large drops or 
fine needles and crystals. 

Chyluria is ordinarily a condition of long duration. 
Sometimes, a spontaneous cure occurs, but in other 
cases it leads to anemia and severe debility ending 
in death. Usually the subject enjoys good health, 
but weakness and wasting result from the con- 
tinuous loss of fat and sometimes there is mental 
depression from worry over the condition. 

Both Manson and Castellani maintain that there 
is no justification for the use of drugs in the treat- 
ment. The patient should avoid fatty foods as 
much as possible and should rest after meals. 

C. D. Hormes, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Engelbach, W., and McMahon, A.: Osseous De- 
velopment in Endocrine Disorders. Radiology, 
1924, ii, 378. 

In X-ray studies of the bones in more than 2,000 
cases the authors attempted to determine: (1) the 
normal osseous development at the various ages from 
1 year to 25 years, the period of skeletal growth; (2) 
the variations from the normal in endocrine dis- 
orders; and (3) whether the internal secretions of 
the various glands exert a specific effect on certain 
sets of bones, such as the flat, long, and short bones. 

As the normal, the authors accepted the outline 
given in Gray’s Anatomy. Normal subjects were 
examined from 8 to 10 days after birth, when they 
were 6 months, 1 year, 18 months, and 2 years of age, 
and then every year up to the age of 25 years at 
which time normal osseous development is complete. 
All of the bones of the body were considered. The 
findings in each of the endocrine disorders were com- 
pared with those in normal subjects of the same age. 
he results and conclusions drawn from them are as 
follows: 

1. The information derived from the roentgeno- 
logical comparison of endocrinopathic and normal 
subjects indicated that the X-ray signs may prove 
of more value in diagnosis than the basal metabolism, 
blood chemistry, and other so-called specific and 
laboratory determinations. 

2. In uncomplicated hypothyroidism retardation 
of development of all of the bones of the osseous 
system (not only of the carpals) was demonstrated 
roentgenologically at every age up to that at which 
normal skeletal growth is complete. 

3. Cases of hypogonadism and eunuchoidism 
showed consistently a definite late fusion of the 
epiphyseal ends of the long bones. The overgrowth 
of the long bones in such cases is explained by the 
late closure of the epiphyseal ends in the presence of 
an active hormone from the anterior lobe of the 
hypophysis. 

4. In insufficiency of the anterior lobe of the 
pituitary gland, in which, with the primary deficiency 
of the anterior lobe there is a secondary deficiency of 
the generative organs, late closure of the epiphyseal 
ends of the long bones is associated with under- 
growth of these bones. The cause of the under- 
gtowth in the presence of open epiphyseal ends in 
this disorder is the absence of the hormone from the 
anterior lobe of the hypophysis. 

5. In the pluriglandular syndrome, the develop- 
ment of the osseous system as demonstrated roent- 
genologically is very difficult to interpret. From the 
studies made thus far it appears that the following 
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facts obtain: (1) In the thyropituitary disorder there 
is an advance in the development of the carpal and 
long bone nuclei over that in hypothyroidism un- 
associated with pituitary disorder. (2) In pituitary- 
thyroidism there is a retardation of the appearance 
of the osseous nuclei as well as of fusion of the 
epiphyseal ends of the long bones which is more 
marked than that in hypothyroidism and normal 
subjects. (3) The markedly heterogeneous pictures 
presented in the multiglandular syndromes depend 
upon the sequence in which the various disorders 
were superimposed upon each other. For this reason 
the combination of the same glandular disorders may 
present entirely different X-ray pictures at the same 
age. 

6. In the less frequent but very instructive con- 
dition of pubertas precox (suspected pinealism) the 
most unusual advancement in development of the 
bone nuclei and early fusion of the epiphyseal lines 
were found. The four cases studied demonstrated an 
effect exerted by the gonad hormone upon osseous 
growth and development, and presented a picture 
exactly opposite that consistently found in the 
hypogonad subject. 

7. The few cases of thymolymphatism apparently 
presented much the same osseous retardation as mild 
hypothyroidism. The development of the bones in 
positive cases of enlarged thymus should be more 
thoroughly studied to clear up this much mooted 
point of the relation of thymus function to the 
development of the bones. 

F. WALTER CARRUTHERS, M.D. 


Girdlestone, G. R.: The Treatment of Tuberculosis 
of Bones and Joints. Brit. M.J., 1924, i, 1044. - 


Bone tuberculosis is best treated in open-air 
orthopedic hospitals, and after the patient has been 
sent home as cured a careful check should be made 
on his living conditions. 

Heliotherapy achieves results depending upon the 
extent to which the photochemical activity of the 
sun’s rays is cut out. This effect is best eliminated 
by developing the pigment of the skin by gradual 
exposure of the body. Until and unless this pigment 
is developed, only a small dose of the sun’s rays can 
be tolerated, and more than this is definitely harm- 
ful. The ability of the skin to become pigmented is 
a good index to the prognosis. Sunlight and fresh 
air promote an active hyperemia of the skin and 
cause a beneficial reflex stimulation of the deeper 
organs. 

The parts should be immobilized accurately and 
comfortably and measures should be taken to pre- 
vent constriction of the circulation and interference 
with respiration. There is a difference of opinion as 
to the importance of obtaining ultimate mobility of 
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the parts, but the author believes that, except in the 
minority of cases in which ankylosis is desirable, the 
treatment should consist of three stages: (1) unin- 
terrupted rest during the active disease, (2) com- 
parative immobilization during the stage of healing, 
and (3) free use under careful supervision after heal- 
ing. 

In the cases of children under 16 years of age 
operation is seldom if ever warranted, but in the 
cases of adults, in which ankylosis is the best that 
can be hoped for, surgery may be advisable. Rest, 
good food, and heliotherapy, if begun sufficiently 
early and continued long enough, will almost always 
effect a cure that skilled after-care will make per- 
manent. CueEsTER C. Guy, M.D. 


Berkheiser, E. J.: Multiple Myelomata of Children. 
Arch. Surg., 1924, viii, 853. 

The author reports two cases. The first was that 
of a boy 12% years old who was admitted to the 
hospital with a provisional diagnosis of Pott’s 
disease because of deformity of the vertebral 
column. Headache and vomiting suggested the 
onset of tuberculous meningitis. 

X-ray examination revealed multiple areas of 
perforation of the skull and involvement of all the 
bones of the body except those of the hands and the 
feet. The course of the condition was progressive 
with marked anemia,‘ emaciation, and multiple 
pathological fractures. Death occurred at the end 
of a year in the hospital. The diagnosis of lympho- 


Fig. 1. Left hip in Case 1 at the end of four months. 
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Fig. 2. Appearance of pelvis and hips at time of death 
in Case. 1. 


Fig. 3. Multiple perforations of the skull in Case 2. 


cytic myeloma was confirmed by autopsy and 
microscopic examination. 

The second case was that of a girl 31% years old 
who had had a limp for a year and finally developed 
marked bilateral exophthalmos and multiple tumors 
of the skull which transmitted the pulsation of the 


cranial vessels. The course of the condition was 
progressive with marked anemia and emaciation. 
Death resulted one and a half years after the 
diagnosis was made. The diagnosis of xantho- 
myeloma was confirmed by biopsy. 

The author summarizes his conclusions as follows: 

1. Myelomataoccurin children as well asin adults. 

2. Inchildren the lesions are larger than those in 
adults, but in adults are more generally distributed. 
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Fig. 4. Fibrous and myelogenous cells with an area of 
lymphocytes on one side (a) in Case 2. 


3. Absence of Bence-Jones protein does not elim- 
inate myeloma. The older the patient the greater 
the incidence of Bence-Jones protein in myeloma. 

4. In cases of meningeal irritation an X-ray 
examination of the skull should be made. 

5. The treatment is palliative. Patients with 
multiple bone tumors, and those with vertebral 
lesions can be made very comfortable by placing 
them in a posterior molded plaster shell. 


Bloodgood, J. C.: The Giant-Cell Tumor of Bone 
and the Specter of the Metastasizing Giant- 
Cell Tumor. Surg., Gynec. & Obst., 1924, xxxviii, 
784. 

The author reports observations indicating that 
there is no reason to fear a malignant giant-cell tumor 
nor metastases from any typical giant-cell growth of 
bone in which giant cells of the epulis type pre- 
dominate, even though there may be local recur- 
rences. This claim is based on a study of 177 cases 
without a single death from metastasis and in 19 
per cent of which recurrence followed curetting 
operations and necessitated resection or amputation. 
The author concludes that the case reported by 
Ewing and Stone in which recurrence and metastases 
followed curetting is unique if the tumor is accepted 
as one of the benign giant-cell type originally. 
Seventy-five of the 177 cases studied by Bloodgood 
were cured by one or more curetting operations, the 
only cause for a recurrence seeming to be some fault 
in the technique of operation although this was not 
definitely proved. 

If curetting is done the author advises that it be 
done thoroughly with the use of an electric cautery 
and a constrictor about the limb if possible. The 
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bone shell should be cauterized with pure carbolic 
acid followed by alcohol, and the cavity then packed 
with gauze saturated with 50 per cent zinc chloride. 
The advisability of the use of the X-ray, radium, and 
toxins will be discussed in a later article. 

Twelve illustrations are presented to indicate the 
variability, especially under magnification, in the 
size and morphology of the cellular tissue in which 
the giant cells of the epulis type are embedded. It 
is because of this variability that the giant-cell tumor 
is sometimes considered malignant. 

Bloodgood concludes that a central bone lesion 
with an intact bone shell which resembles the giant- 
cell tumor in the gross picture and more or less 
closely in the microscopic picture is benign. The 
only possible malignant growth of this description is 
the osteogenic sarcoma of the chondromyxo type 
which is readily distinguished from the giant-cell 
tumor in gross and microscopic sections. 

CuestTerR C. Guy, M.D. 


Ely, L. W.: The Second Great Type of Chronic 
Arthritis in Its Relation to Industrial Accident 
Cases. California & West. Med., 1924, xxii, 260. 


The relationship of trauma to the second great 
type of chronic arthritis is a question that frequently 
arises in industrial accident cases. When, in the 
past, the X-ray examination after an injury showed 
the spurring and lipping of the bones characteristic 
of the arthritis known as hypertrophic, degenerative 
osteo-arthritis, these changes were explained by the 
trauma, but in recent years this view has been 
challenged. Trauma has been suggested as the cause 
of almost every bone disease, but it has been proved 
that bone can be injured only by fracture or disease 
of the marrow. The gross bony changes in these 
cases must require a long time for their develop- 
ment; they cannot occur a day or two after injury. 
The disease is almost invariably seen in later life, in 
persons having alveolar abscesses at the roots of 
dead teeth. In many cases intestinal parasites have 
been found in the stools. The pathological changes 
in the tissues are as follows: 

1. Bone production under the articular cartilage, 
causing the cartilage to degenerate but not forming 
bony ankylosis, and necrosis in the marrow causing 
preponderating bone absorption. 

2. Degeneration of the cartilage and eburnation 
of the subjacent bone. 

3. Thickening and fatty and fibrous degeneration 
of the synovial membrane with chronic synovitis. 

These changes may cause pain but more often do 
not. In a case of wrenched joint the roentgenogram 
will show characteristic changes of arthritis and 
after a time the patient will complain that the pain 
continues. 

In Ely’s series of cases trauma was not an etiolog- 
ical factor. It seems probable that injury to a joint 
which has suffered arthritic changes would cause 
recurrence of pain and stiffness. In a normal joint 
the injured tissue will soon heal and the pain and 
stiffness will disappear. 
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Ely believes the word “trauma” is loosely em- 
ployed. Trauma can cause only a sprain or an intra- 
articular fracture of a joint. 

In intra-articular fractures followed by pain, stiff- 
ness, and restriction of motion, especially in elderly 
persons, it is probable that the fracture sets free in 
the joint infectious material which was previously 
locked in the bone. R. C. Lonercan M.D. 


Koenig, F.: Roentgenological Observations of 
Tuberculous Joints (Roentgenbeobachtung an 
tuberkuloesen Gelenken). Zentralbl. f. Chir., 1924, li, 
15. 

Koenig reports the most important findings in 
112 careful roentgenological observations of the six 
large joints. 

An important change is the atrophy of the adja- 
cent bones, but this is not included in the essential 
associated findings. In elderly persons a coarse, 
broad outlining of the individual bone trabecule 
was frequently noted. Atrophy causes deforming 
changes, such as coxa vara and subluxation. 

Bony proliferations, which are usually the expres- 
sion of a severe disturbance, were observed in 10 per 
cent of the cases, most of which were those of 
children and young persons. 

In twelve patients the roentgenogram indicated 
that the bone was the primary site of the tuber- 
culosis, but tuberculous sequestra of any considerable 
size were rare. In advanced cases there is often 
destruction of bone extending into the joint cavity. 

The tuberculous character of a joint involvement 
is suggested by round bony defects at the site of 
insertion of the joint ligaments, defect formations 
at the insertion of the capsule, and constrictions. 
Cartilaginous changes were observed nineteen times. 
Occasionally the joint space appeared widened be- 
cause it was forced apart by fungous masses, but 
more often it appeared reduced as the bone shadows 
were approximated by the destruction of the 
cartilaginous surfaces. In eleven cases important 
information was obtained from a study of the soft 
parts. Thickened joint capsules, perforations of the 
capsule, and gravitation abscesses may be visible 
on the plate. Tromp (Z). 


Vulliet, H.: Pathological Separation of the Fem- 
oral Neck in Girls During Puberty (Le décolle- 
ment pathologique du col fémoral chez les fillettes 
a l’Epoque de la puberté). Presse méd., Par., 1924, 
537- 

Vulliet reports five cases of separation of the fem- 
oral neck in girls between 10 and 15 years of age. 
The subjects were of a more or less adipose genital 
type and gave a history of intermittent and mod- 
erate claudication, pain, and fatigue. A careful 
clinical examination was negative, and the X-ray 
showed no striking change. The epiphyseal separa- 
tion of the femoral neck was discovered after a 
trifling accident which might have been either its 
cause or its result. There was no apparent rare- 
faction of the bone. Several months of immobili- 
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zation in extension, abduction, and slight internal 
rotation gave solid union, usually without shorten. 
ing. Within from four to six months functional 
recovery was practically complete. In some of the 
cases the X-ray showed the femoral neck broadened 
shortened, and slightly changed in angle, and the 
femoral head moderately flattened and of somewhat 
varied density. In spite of these findings, function 
was practically normal. 

During the early stage of the condition it is often 
wrongly diagnosed as tuberculosis or syphilis, espe- 
cially if the disability was not preceded by trauma. 
Children should be placed at rest in time to prevent 
the epiphyseal separation. 

Vulliet believes that many lesions of the juvenile 
hip which differ considerably in appearance are part 
of the same process, the characteristics of which are 
established gradually. The deformity of the epiphy- 
sis after separation strongly resembles juvenile 
osteochondritis deformans and the coxa vara of 
adolescents. 

In both children and adults the pathology of the 
hip is governed by mechanical factors and the blood 
supply. While lesions of the same type may show 
marked variations in their evolution they are all 
due fundamentally to a nutritional disturbance. 
Bone necrosis leads to pseudarthrosis, deformity, 
and deep changes in the general form of the femoral 
extremity. In children, these are followed by 
solidification, rebuilding, reorganization, and adap- 
tion of function to the new shape. Frequently 
surprisingly good results are obtained in cases of 
fracture in children which appear to have the most 
unfavorable prognosis. Watter C. Burkert, M.D. 
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Hedlung, E.: The Treatment of Acute Septic 
Osteomyelitis of the Long Bones. Acta chirurg. 
Scand., 1924, lvi, 513. 

The operative method recommended by the 
author and employed by him in twenty-one cases 
consists in: (1) extensive chiselling of the affected 
bone with removal of all macroscopic diseased bone, 
(2) the introduction of Carrel tubes for thorough 
irrigation of the cavity, (3) the drainage of abscesses 
in the soft parts, (4) careful arrest of the hemorrhage 
in the soft parts, and (5) suturing of the muscles and 
skin around an opening for the Carrel tubes. On the 
eleventh or twelfth day the irrigation with Dakin’s 
solution is stopped, and the tubes and the skin 
sutures are removed. 

This method relieves the pain, shortens the period 
of healing from an average stay in the hospital of 
two hundred and sixty-one days to one hundred and 
one days, prevents necrosis of the bone, and usually 
renders sequestrotomy unnecessary. 

Two cases in which sequestration of the bone oc- 
curred were those of young boys with acute osteo- 
myelitis of the clavicle and ulna respectively in 
which the bone was surrounded by pus. Sequestrot- 
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omy became necessary also in a case of osteomyelitis 
of the tibia in a 10-year-old boy because the irriga- 
tion fluid employed had been too weak. In the case 
of a 59-year-old man who had been operated upon 
for acute osteomyelitis of the tibia the treatment 
failed and amputation was indicated because of a 
pyogenic infection of the ankle joint with associated 
periarticular abscesses. Two patients died of pye- 
mia which began with great severity the day after 
the operation. In all of the other cases, however, the 
method brought about complete healing without 
sequestrotomy. Occasionally one or two small se- 
questra become separated spontaneously. 

Following the treatment described the skin cica- 
trix has generally been narrow and loose and there 
has been no recurrence in the form of bone abscesses 
or chronic osteomyelitis and no slowly healing bone 
cavities. 


Gazzotti, L.: An E ental Study of Tenodesis 
(Contributo sperimentale alla tenodesi). Awn. ital. 
di chir., 1924, iii, 365. 

The author made a histological examination of 
the new tendon insertion in subperiosteal and tun- 
nelization tenodesis performed on young dogs. A 
subperiosteal tenodesis and a transosseous tenodesis 
were done simultaneously on one of the front legs, 
the dogs were killed after from one and one-half to 
three and one-half months, and the segments were 
then removed for study. 

When the tendons were fixed by skeletal trans- 
fixion or by periosteal bridges the relations given 
them by the operation were usually maintained. 
When the new relations were lost, this occurred 
in the transosseous tenodeses; the subperiosteal 
tenodeses remained unchanged. However, the 
tendons used in the transosseous tenodeses were 
finer than those used in the subperiosteal bridge 
operations and in the latter a stronger type of sutur- 
ing was possible. These facts, the author believes, 
might account for the differences noted. 

The histological state of the tendons used for 
fixation, in the free tract, beneath the periosteum, 
and in the bone canal, never deviated from the 
normal. This is in agreement with the gross ana- 
tomical findings which demonstrated that the ten- 
dons remained normal in appearance. 

In the author’s opinion his investigations show 
that subperiosteal tenodesis has a definite value. 
While in transosseous tenodesis the stability of the 
transplant is certain, there are times when this 
procedure is contra-indicated. W. A. BRENNAN. 


Di Bernardo, A. L.: Resection of the Ulna and 
Radius for Central Sarcoma of the Epiphyses; 
Implantation of a Double Free Autogenous 
Graft from the Fibula: Recovery (Resezione dell 
ulna e del radio per sarcoma centrale delle epifisi; 
duplice autotrapianto libero del perone; guarigione). 
Policlin., Rome, 1924, xxxi, sez. chir., 201. 


The case reported was that of a woman aged 23 
years. As the findings of the clinical and roent- 
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genological examinations suggested the presence of 
a myelogenous tumor in the distal epiphysis of the 
right radius, resection of about 7 cm. of the radius 
was done. Microscopic examination revealed a 
giant-cell sarcoma. Later a 6-cm. portion of the 
ulna was removed. 

A 12-cm. segment taken with its periosteum 
from the posterior margin of the fibular diaphysis 
was divided into almost equal parts, and the parts 
were placed in the ulnar and radial defects. There- 
after the arm was immobilized for twenty days. 

X-ray examinations showed that the grafts re- 
mained alive and in good alignment. Ten weeks 
later a bony bridge united the segments to the 
diaphysis of the ulna. The final result was good 
zsthetically, but some abduction of the hand and 
limitation of flexion remained. 

The author observed that the first contact be- 
tween the diaphysis and graft was manifested by 
an exclusively periosteal bridge which gradually 
extended. This he regards as undeniable proof of 
the importance of the periosteum in osteogenesis. 

W. A. BRENNAN. 


Hackenbroch, M.: Operative Neo-Arthrosis of the 
Knee Joint After Functional Use for Two 
Years (Eine operative Neoarthrose des Kniegelenks 
nach zweijaehriger funktioneller Beanspruchung). 
Arch. f. orthop. u. Unfall-Chir., 1923, xxii, 276. 

In the case reported a condition similar to that 
described by Lexer, Payr, Schmerz, Putti, and Bier, 
was found in a knee joint mobilized by the inter- 
position of a fat flap after twenty-one months of 
occasionally interrupted use. Slight differences are 
explained by the difference in function (weight 
bearing) and the condition of the joint before 
operation. The joint contained a space about 1%4 
cm. wide, which was filled with normal joint liquid. 
Under the influence of function the shape of the 
joint approximated normal. 

As the result of condensing osteitis, pressure 
recesses had been formed and a double layer of 
connective tissue covered the joint surfaces. The 
external layer had a syncytium resembling synovial 
membrane. The free edge showed many villi. 
Evidently the marrow took part in the formation 
of the lower layer. Remains of the transplanted fat 
were found only in the complementary joint spaces 
which were not due to pressure. Most of it had 
been converted into the fibrous covering of the joint 
or formed a septum-like band across the joint cav- 
ity parallel with the joint surface. 

Under the influence of pressure, meniscus-like 
layers of loose connective tissue had been formed. 
There was an entirely new, double-layered joint 
capsule, the inner surface of which had a villous, 
synovium-like covering. There was no cartilage 
formation on the new joint surfaces. Periarticular 
osteophytes and proliferative and regenerative 
processes (villi, fat, and connective tissue) could be 
seen on all points of the capsule and joint surface 
in addition to degenerative changes. Even bursa 
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formation and thromboses were observed. Areas 
with the least pressure showed the most villous 
formations. In many points the condition resembled 
a pseudarthrosis. 


ENGEL (Z). 


FRACTURES AND DISLOCATIONS 


Starr, C. L.: The Treatment of Compound Frac- 
tures of Long Bones. J/linois M.J., 1924, xlv, 401. 


The victims of accidents causing compound frac- 
tures of long bones are very severely disabled and 
represent yearly a very large industrial and economic 
loss. The frequent poor handling of these cases the 
author explains by the following statements: 

1. Textbook teaching is brief, the methods sug- 
gested are open to criticism, and the student is not 
given sufficient clinical contact with cases. 

2. Teaching is difficult because the cases are 
emergencies and the students see the patient only 
after splints have been applied. Interne service 
should be compulsory. 

3. The treatment requires a high degree of 
mechanical ability not possessed by all practitioners. 

Compound fractures may be divided into two 
classes: (1) those compounded from within, the 
wound being usually small and made by a spicule of 
bone penetrating the skin, and (2) those compounded 
from without, the wound being made by some crush- 
ing or penetrating force which is carried to the bone. 

In cases of the first type a sterile dressing is placed 
over the wound and the skin is cleansed with gasoline 
for a distance of 12 in., shaved, painted with iodine, 
arid covered with sterile dressings, After this, the 
case may be treated as a simple fracture. 

In cases of the second type the injury to the vascu- 
lar structure may be so great as to demand immedi- 
ate amputation, but in those in which the vessels 
escape injury other treatment is usually possible. 

The most common infection in the cases seen 
during the war was due to the gas bacillus, and the 
loss of time before treatment was begun made the 
prognosis exceedingly grave. Tetanus was also a 
common complication. While it is obvious that most 
of the conditions which occur during war and are re- 
sponsible for the great calamities of war surgery can- 
not occur in injuries sustained in civil life, inocula- 
tion with antitetanus serum is probably advisable in 
all such cases. It is necessary first, however, to com- 
bat shock by hypodermic injections of morphine, the 
application of heat by means of hot water bottles 
and blankets, and the administration of stimulants 
such as hot coffee and of fluids and glucose by the 
Murphy drip. 

As soon as it can be done safely an anesthetic is 
administered, and the limb examined and cleansed 
in the same way as in the first class of cases. No at- 
tempt at primary suture is made. The wound is 
examined for the removal of foreign bodies, loose 
non-viable tags of muscle, and fascia. Loose and 
comminuted fragments of bone should not be re- 
moved unless they are practically extruded from the 
wound and completely separated from all sources of 
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blood supply. The extensive removal of these frag- 
ments is a very frequent cause of ultimate non-union, 
Drains of rubber tubing may be inserted and irriga- 
tion continued every three hours. If properly splint- 
ed with splints of the Thomas pattern the wound will 
heal well. After two weeks of adequate drainage and 
irrigation, secondary suture is possible in a fair 
number of cases. 

Whenever possible, the wounds are enlarged to 
take advantage of gravity drainage. When this is 
impossible, pockets of discharge are prevented by 
constant irrigation or the use of the Taylor suction 
drainage tank. The use of bipp (bismuth, iodine, 
petrolatum) may be of definite value if the paste 
is properly applied. The gross application of bipp to 
fill the entire cavity defeats the purpose of its use. 

Adequate and early splinting tends to lessen shock, 
prevent further injury, limit sepsis, and secure com- 
fort. It has for its objects: (1) proper alignment, 
(2) recovery of the original length of the limb, (3) 
immobilization of the joints above and below the 
fracture, and (4) easy access to the wounds. 

Splints depend for their efficiency on the principle 
of extension. The great lesson of the war so far as 
fractures are concerned was the marvelous utility of 
the Thomas splint. For transport this splint pro- 
vides easy extension and in the hospital may be sup- 
plemented by the use of the Balkan frame. 

The chief causes of non-union are, first, gaps due 
to loss of substance of the bones from the early re- 
moval of many of the comminuted fragments, and 
second, faulty apposition due to the interposition by 
muscle or fascial structures. Comminution increases 
callus formation and the probability of union. Under 
septic conditions bones not properly approximated 
may be brought into line by splinting with extension, 
the removal of intervening tissue, and fixation with 
heavy kangaroo tendon inserted through drill holes 
in the fragments. Fixation of fragments in septic 
fractures by steel slates or bands has been proved 
harmful. The non-union resulting from failure to 
remove fibrous tissue separating bone ends is best 
treated with an autogenous bone graft approximately 
a year after all sinuses have healed. Plaster-of-Paris 
splinting must be maintained for three months be- 
fore healing can be expected. Failures are usually 
due to sepsis, poor approximation, or faulty splinting. 

After perfect healing a prolonged course of hydro- 
therapy and massage should be employed to hasten 
recovery of function. 

Neglect to follow up these cases is responsible in 
large measure for the long periods of disability. 

R. C. Lonercan, M.D. 


Cleary, E. W.: Fractures of the Spinal Column. 
California & West. Med., 1924, xxii, 191. 

Cleary reports fifty-two cases of fracture of the 
spinal column, one-half of which had been incorrect- 
ly diagnosed. He attributes the errors in diagnosis to: 

1. The erroneous belief that every broken neck or 
broken back presents unmistakable symptoms «nd 
physical signs. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


2. Inadequate X-ray examination. 

3. The concentration of attention on some more 
apparent complicating lesion. _ 

4. Failure to obtain a clear history of the nature 
and violence of the force brought to bear on the 


spine. 
‘ 5. Failure to make a thorough physical examina- 


tion. 

With regard to the treatment Cleary states that a 
proper fusion operation usually shortens convales- 
cence and gives a higher degree of recovery than 
conservative treatment. He found the Hibbs opera- 
tion more efficient than the Albee graft fusion. In 
difficult lumbar cases he uses a special type of double 
tibial graft which he describes in detail. An essential 
part of the after-treatment is carefully directed 
physiotherapy. 

After thorough fusion is effected by early op- 
eration, industrial patients return to employment 
in from eight months to one year, with an average 
permanent disability rating of from 30 to 4o per 
cent or less. Patients with similar injuries treated 
conservatively require approximately twice as long 
to return to work and show an average disability 
rating of from 40 to 50 per cent or more. Patients 
not receiving adequate treatment are apt to have 
indefinitely continuing total disability and may de- 
velop late paralysis. CHESTER C. SCHNEIDER, M.D. 


Bonn, R.: Bony Union in Subcapital Fracture of 
the Neck of the Femur (Zur Frage der knoecher- 
nen Heilungsfaehigkeit subkapitaler Schenkelhals- 
frakturen). Arch. f. klin. Chir., 1924, Cxxvill, 342. 


Ina previous report Bonn stated that in subcapital 
fractures of the neck of the femur, bony union will 
occur only if the capsule surrounding the hip joint 
remains at least slightly attached and bridges the 
gap. Further research has since cleared up the 
significance of the “inner capsule,” answering in 
particular the question as to whether it merely 
insures the distribution of the blood supply or is 
itself concerned in the process of healing through 
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bone formation. By means of transplantation 
experiments it was possible to demonstrate that the 
capsular coating of the neck of the femur does not 
have an osteogenetic function similar to that as- 
cribed to the periosteum. 

Proceeding from the established fact that peri- 
osteum transplanted into muscle soon produces 
microscopically demonstrable bony tissue, Bonn 
transplanted portions of the capsule surrounding 
the hip joint into the gluteus maximus in four dogs. 
The results were absolutely negative. In two further 
investigations he transplanted, in addition to the 
capsule, a thin strip of cortex taken from the intra- 
articular portion of the neck of the femur. The 
results of these investigations also were negative. 

Six other investigations on dogs served to dem- 
onstrate the course of healing under various con- 
ditions of artificial subcapital fracture of the neck 
of the femur. In two, portions of the capsular 
coat and the ligamentum teres were left intact; in 
two others, the capsular coat was entirely destroyed 
but the ligamentum teres was left intact; and in two 
others the capsular coat and the ligamentum teres 
were both removed. 

It was found that total necrosis of the broken-off 
head of the femur is not necessarily a sequel in 
subcapital fracture of the femur, although even in 
the most favorable cases definite disturbances of 
nutrition were apparent, particularly in the sub- 
chondral portion of the bone. Bony union seemed 
to be dependent directly upon the degree of necrosis 
of the head. The importance of the ligamentum 
teres femoris for the viability of the head of the 
femur was established beyond doubt. The head of 
the femur is supplied with blood chiefly through the 
capsule; therefore its viability is dependent to a 
considerable degree upon the preservation of at 
least a portion of the capsule. When the capsule is 
preserved there is an abundant production of callus, 
and when exact reduction is obtained in such cases 
the prognosis for bony union is very favorable. 

WacNneER (Z). 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD; TRANSFUSION 


Alexander, M. E.: Clinical and Experimental 
Observations on Blood Sedimentation. Med. 
J. & Rec., 1924, cxix, 549. 


This is a study of the blood sedimentation test as 
a diagnostic procedure. Test tubes 6.5 cm. long 
with a caliber of 5 mm. are used. Each tube con- 
tains a small quantity of sodium citrate solution to 
prevent coagulation. The blood is added to the 
tubes and the time of sedimentation is noted after 
gentle shaking. In normal blood, sedimentation oc- 
curs in about an hour. The test is best carried out 
at room temperature. The administration of various 
drugs to the patient did not affect the test. 

After the third month of pregnancy there is an 
acceleration of sedimentation which increases with 
the advance of gestation. The rate of sedimentation 
was markedly increased in cases of active pulmonary 
tuberculosis, but in cases of arrested lesions was 
normal. In the presence of acute pelvic inflammation 
the rate is accelerated, while in cases of non-inflam- 
matory tumors and cysts it is normal. In the late 
stages of syphilis it is very much increased. 

VERNE G. BurpEN, M.D. 


Finck, C.: Cholesterin Infiltration of the Upper 
Lip (L’infiltration cholestérique de la lévre supéri- 
eure). Bruxelles-méd., 1924, iv, 961. 


White punctiform spots on the free border of the 
red part of the upper lip are an early sign of hyper- 
cholesterinemia and acidosis. They are generally 
located near the middle of the lip in the form of 
small, isolated flat points in the depth of the mucous 
layer. Frequently they can be rendered visible only 
by spreading the lip or the use of a magnifying lens. 
They enlarge progressively and by confluence form 
small placques from 1 to 10 mm. in diameter. 

These spots, first described by Finck in 1923, are 
composed of cholesterin. They are seen frequently 
before clinical signs in hepatic lithiasis and in hyper- 
cholesterinemia. No local predisposing causes are 
known. They have never been observed in malig- 
nant degeneration. The placques appearing in 
lichen planus are elevated and occur also on the 
inner side of the cheek. Leucoplasia is differentiated 
by an opaline color and predilection for the corners 
of the mouth. 

In some severe cases of hypercholesterinemia the 
labial deposits are insignificant, while in some mild 
cases they are extensive. Cases of moderate severity, 
which are the most common, show more or less 
extensive deposits. In some of the latter there may be 
gall-bladder manifestations. 

The author attributes the cholesterin precipitates 
to an acidosis which is common to a series of condi- 


tions such as gout, uric gravel, obesity, hepatic 
disturbances, diabetes, etc. Acidosis, which jis 
associated with urinary hyperacidity and an increase 
in the urinary ammonia, may be determined by 
direct titration of the blood alkalinity or measure- 
ment of the alveolar air. There are also hyper- 
cholesterinemias without precipitation of cholesterin 
and without acidosis. These present signs of a high 
content of adrenalin in the blood suggesting that 
they are of adrenal origin. Labial deposits are fre- 
quently found in the acidosis due to chronic ne- 
phritis. The author suggests that late biliary lithiasis 
in chronic nephritis may have some relation to the 
nephritic acidosis and hypercholesterinemia or to 
the associated hepatic insufficiency. 

Cholesterin deposits in the lip disappear under 
alkaline treatment. The best results are obtained 
by intravenous injections of sodium silicate. The 
beneficial effect upon biliary disease of the waters 
of the Vosges mountains is due probably to the 
sodium silicate in these waters. 

Wa tter C. Burkert, M.D. 


LYMPH VESSELS AND GLANDS 
Hansmann, G. H.: Non-Tuberculous Granuloma- 


tous Lymphadenitis. Surg., Gynec. & Cbst., 1924, 
XXxXix, 72. 


Non-tuberculous granulomatous lymphadenitis is 
a clinical and pathological entity. The infective 
agent enters through the skin or mucous membrane 
and leaves a very small, non-painful lesion which 


may persist for several months. The etiological 
factor is unknown. Cultures have remained uni- 
formly sterile, and attempts by all known technical 
methods to demonstrate organisms in the pus or 
tissues have been unsuccessful. Animal inocula- 
tions with many different kinds of bacteria have also 
failed. There is evidence that the disease may be 
transmitted from one ferson to another. 

The condition occurs much more commonly in 
males than females. The essential pathology con- 
sists of a primary lesion and lymphadenitis. The 
primary lesion is only 1 or 2 mm. in diameter. It is 
usually situated on the mucous surface oj the 
prepuce, in the sulcus behind the corona of the 
glans penis. It may be vesicular (herpetilorm), 
ulcerated with or without induration, or wart-like. 
The initial lesion is followed by enlargement of the 
regional lymph nodes. There may be also such 
general symptoms as fever, nausea, vomiting, and 
a slight leucocytosis (10,000 to 15,000). The glands 
may become adherent to the skin as the result of 
the inflammatory reaction. At first the inflamma- 
tory reaction is confined to the lymph glands. 
From there it extends to the surrounding tissues. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Sinuses then form from which a small amount of 
sticky pus exudes until secondary infection takes 
lace. 

. The lymph glands show local areas of suppuration 
walled off by granulation tissue infiltrated with 
endothelial cells, giant cells, and lymphoid cells. 
In some areas these foci become joined and the 
shape of the cavity thus formed, which is filled with 
polymorphonuclear leucocytes, is somewhat stellate. 
At times the lymphadenitis so closely resembles 
tuberculosis that tuberculosis cannot be ruled out 
definitely on the basis of the histological evidence. 
Of two histological differences which are very con- 
stant and should suggest non-tuberculous granu- 
lomatous lymphadenitis, the more important is 
suppuration instead of caseation in the center of the 
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lesion. Giant cells at the edge of the lesion are not 
so common. 

Hodgkin’s disease is easier to rule out than 
tuberculosis. Granulomatous lymphadenitis in- 
volves one group of glands and stops there. Chronic 
glanders is ruled out by the absence of the glanders 
bacillus and the effect of this bacillus on the male 
guinea pig. The Mallein test is also of value. 
Chancroid, syphilis, and climatic bubo are other 
conditions that must be differentiated. 

Medical treatment consists in the administration 
of iodine, iodides, and emetine hydrochloride, and 
surgical treatment in the drainage of softened areas 
or the removal of the entire mass of glands. 

The author reports four cases in which a complete 
cure was obtained. Cart D. NerpxHotp, M.D. 


| 
tic 

is 
ise 
by | 
re- | 
er- 
rin 
gh | 
at 
re- 
sis | 
he 
to | 
er 
od 
he 
rs 
1e 
\- 
+, 
is 
e 
e 
h 
1 
a 
1 
0 
’ 
1 
1 
f 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Meyer, W.: The Importance of Posture in Post- 
operative Treatment. Med. J. & Rec., 1924, 
Cxix, 590. 


Of the various postures, the author considers 
principally two which he has used for a great number 
of years in hospital and private work, either alone or 
combined with others, viz., the slight Trendelen- 
burg posture and Simm’s posture which is sometimes 
exaggerated to the abdominal posture. 

In Meyer’s opinion, the incidence of venous 
thrombosis following abdominal and pelvic opera- 
tions, which usually occurs in the left femoral vein, 
can be greatly reduced if not entirely prevented by 
placing the patient in a slight Trendelenburg 
posture by inserting blocks under the foot of the 
bed. In this position the blood in the lower limbs 
will run down from the toes to the hips and in its 
onrush will easily reach the veins in the upper 
pelvis, even perhaps the region of the renal veins, 
from where the negative pressure in the thorax, the 
suction of the right heart, will substitute the decreas- 
ing velocity of the blood current. Meyer is convinced 
that this simple procedure of raising the lower end 
of the bed is most effective in the prevention of 
femoral and pelvic thrombosis. He has been using 
it after every operation at or below the level of the 
heart and in the cases of weak patients subjected to 
operations on the head and neck. 

For many years the preventive effect of posture 
has been methodically supplemented in all of the 
author’s operative cases by frequent movements, 
particularly of the left lower limb, and by deep and 
frequent breathing exercises during the first one or 
two weeks after the operation. The latter Meyer 
considers particularly important. In the cases of 
weak patients and after severe intra-abdominal and 
intrathoracic work, a prophylactic subcutaneous 
stimulation of the heart muscles is induced with 
camphor, caffein, digalen, or digifolin, and other 
preparations administered immediately after the 
operation and continued for a number of days. 
Later, they are given by mouth. 

Meyer insists upon Simm’s position following chole- 
cystectomy or appendectomy, and after perforation 
of the appendix. This should be maintained for the 
first eighteen to twenty hours. At the end of that 
time a slight turning of the body to the left may be 
permitted. On the third day after the operation, 
the patient may permanently take the usual position 
on his back. Not until the end of the third day is 
the foot of the bed raised on blocks. Meyer uses the 
Simm’s posture also after the operation of gastro- 
enterostomy, and at the same time slightly raises 
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the head of the bed. He never keeps the head end 
of the bed on blocks longer than three days but 
keeps the foot end raised until the patient gets up 
unless there is some difficulty in urination, in 
which case it is lowered temporarily. 

Meyer combines Simm’s posture with a slight 
Fowler or Trendelenburg posture, the degree 
depending upon the amount of infection and exten- 
sion of the intraperitoneal effusion. If the lower 
abdomen and small pelvis are found filled with 
infected fluid, he makes a stab wound in both 
groins, introduces a drain into the small pelvis and 
the respective lumbar region, and then turns the 
patient upon his abdomen and slightly raises the 
head end of the bed. He does not believe that 
postoperative pneumonia is favored by the right 
Simm’s posture employed immediately after an 
operation when the patient is slowly recovering 
from the anesthetic. As a preventive of aspira- 
tion into the lungs as, for instance, in gastric lavage, 
acute dilatation, and persistent vomiting or pre- 
operative retroperistalsis due to intestinal obstruc- 
tion, he believes the Simms posture combined with 
a slight Trendelenburg posture is most valuable. 

Emit C. RositsHex, M.D. 


Matas, R.: The Continued Intravenous ‘Drip.” 
Ann. Surg., 1924, Ixxix, 643. 

By “intravenous drip” is meant the direct ad- 
ministration of artificial sera drop by drop into a 
selected vein to restore the vascular equilibrium and 
rally the patient until the defensive vascular 
mechanism has had time to assert itself which 
usually requires from one to six days. It is not in- 
tended as a routine substitute for the primary 
massive intravenous infusion, but is recommended 
as asecondary measure when the effect of the primary 
infusion is ephemeral. 

The value of the continuous intravenous drip is 
especially apparent in the postoperative treatment 
of septic abdominal conditions in which dehydration 
and exhaustion preceded the operation, and in cases 
in which the absorbent and eliminating functions 
have been inhibited so that supply by the oral, 
hypodermal, or gastro-duodenal route is blocked. 

As an adjunct to the continuous intravenous drip 
the duodenal tube is of the greatest importance. In 
the form of the Jutte tube, this is passed into the 
stomach through the nose and left in place. Through 
it, the foul, constantly accumulating gastric con- 
tents are eliminated and the stomach may be fre- 
quently filled with either warm or cold water, 
depending upon whether the patient is feverish or 
in shock. 

Matas describes the apparatus and the technique 
in detail. SAMUEL Kaun, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Brunner, C., and Von Gonzenbach: Additional 
Experimental and Clinical Investigations on 
Chemical Wound Antisepsis, Especially Deep 
Disinfection: The Acridin Derivatives, Trypa- 
flavin and Rivanol (Weitere experimentelle und 
klinische Untersuchungen ueber chemische Wund- 
antiseptik, speziell Tiefendesinfektion: Die Acri- 
dinderivate Trypaflavin und Rivanol). Beitr. z. klin. 
Chir., 1923, CXXX, 225. 

On the basis of experimental investigations the 
authors have come to the conclusion that trypa- 
flavin and rivanol are very valuable wound anti- 
septics with a markedly selective action upon 
streptococci but with a considerably less potent 
action upon staphylococci. Diphtheria bacilli, the 
colon bacillus, and bacillus pyocyaneus are also 
affected by them. 

The bactericidal action of both preparations is 
inhibited only slightly in albuminous media (serum), 
but is markedly inhibited by pus. Rivanol is less 
toxic than trypaflavin, but in the animal experi- 
ments both gave protection against ground infection. 
Therefore they may be used both in solution and in 
powder form for surface disinfection of wounds, but 
a 5 per cent solution of iodine in alcohol has proved 
better because of its ‘‘pantherapeutic” action. 
Destruction of all bacteria in fresh aseptic wounds 
by the application of a 1:1,000 or 1:500 solution was 
impossible. If infection of a wound had already 
occurred, the ‘superficial disinfecting effect of 
rivanol and trypaflavin was no greater than that of 
other agents. Infections associated with necrosis 
were more markedly influenced by Dakin’s solution. 


In pus cavities, joint empyemata, etc., the 
effect of the application of rivanol was on the 
whole the same as that in infection of superficial 
tissues and unlike that in deep tissue disinfection. 
Because of its lesser toxicity, rivanol is more valu- 
able than vuzin for deep tissue disinfection (infiltra- 
tion antisepsis). A prophylactic infiltration with 
strong solutions of rivanol up to 1:1,000 does not of- 
fer complete protection against infections of the tis- 
sues in injuries. Inhibition of the infection in cases 
of penetration of the tissues by anaerobic spores 
from the soil was observed only when strong solu- 
tions were used, but it was found that the strong 
solutions injured the tissues, often causing exten- 
sive necrosis. 

In conclusion the authors state that we are still 
far from obtaining an ideal marked bactericidal 
effect with minimal tissue injury, even with trypa- 
flavin and rivanol. Bove (Z). 


Monro, A. S.: Gas Gangrene (Bacillus Aerogenes 
Capsulatus). Its Recognition and Treatment; 
Incidence in Civil Practice in British Columbia. 
Northwest Med., 1924, xxiii, 131. 


Monro discusses the etiology, morbid anatomy, 
bacteriology, symptoms, and treatment. The best 
prophylactic measure is the use of a serum contain- 
ing antitoxin for the tetanus bacillus, bacillus welchii, 
bacillus cedematiens, and vibrion septique. The titer 
of the serum should be as high in antitoxin units as 
it is possible to make it. 

Intramuscular injections should be given as soon 
as possible after the injury; and in severe wounds, 
the serum should be applied locally as well. 

Emit C. Rositsuek, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Swann, M.B.R.: A Study of the Immediate Effects 
of the X-Rays on the Functions of Certain 
Tissues and Organs. Brit. J. Radiol., 1924, xxix, 
195. 

. Brief reference is made to previous work done by 
others with regard to changes in function produced 
by roentgen irradiation. Among the clinical phe- 
nomena recorded are burns of the skin, sterility, 
changes in the blood picture, and various degrees of 
constitutional reaction. The experimental results 
include both general effects and changes in the 
organs irradiated. The effects on enzyme action, 
kidney function, and the intestines have been 
studied very extensively. 

To add to our knowledge regarding the influence 
of the roentgen rays on the functions of the nor- 
mal organism the author carried out considerable 
experimental work on cats, rabbits, and guinea pigs. 
Unfiltered rays of medium hardness were used. 
The conditions under which the various experiments 
were performed are described and the effects of the 
X-ray treatment on respiration, blood pressure, 
and lung volume are shown by tracings. Attempts 
were made to determine the cause of certain uni- 
formly observed effects such as the fall in the blood 
pressure and the changes in the respiration. The 
action of the rays on the smooth muscle of the 
bronchi and bronchioles, the autonomic nervous 
system, the isolated heart, the isolated and intact 
uterus, and the isolated and intact intestine were 
studied at length. 

The findings of these investigations are sum- 
marized as follows: 

1. In intact animals the roentgen rays cause a 
gradual and regular lowering of the mean blood 
pressure, and if the exposure is prolonged, death 
from cardiac failure. 

2. In the early stages the fall in the blood pres- 
sure may be due to dilatation of the arterioles and 
capillaries. 

3. No satisfactory explanation of the fall in 
blood pressure is yet known. 

4. Respiration is stimulated by short exposures 
and depressed by longer exposures, the final respir- 
atory effect resembling that produced by morphine. 

5. The stimulation of respiration is probably 
produced, not by excitation of the center in the 
medulla, but by increased reflexes from the sensory 
nerve endings of the body. 

6. Constriction of the bronchial muscles has been 
shown to occur as the result of exposure to the 
roentgen rays. 

7. The autonomic nerves (vagus, sympathetic, 
and splanchnic) are rendered more sensitive by 


short exposures and may be depressed by prolonged 
exposures. 

8. The roentgen rays cause the isolated rabbit’s 
heart to die in systole. Short exposures of the iso- 
lated rabbit’s heart increase the degree of contrac- 
tion; occasionally the diastole is also lengthened. 
Prolonged exposures dilate the coronary vessels and 
cause the ventricle to enter into tonic contraction. 

9. After a latent period the isolated uterus of the 
virgin guinea pig is driven into tonic contraction. 
Subsequently periods of toxic contraction alternate 
with periods of large automatic movements. If no 
further exposure to the rays is given, the uterus 
returns to an apparently normal condition. 

to. For recording the movements of the uterus 
and intestine in the intact animal a new method 
was devised in which a liquid paraffin manometer 
was found of value. 

11. Roentgen rays cause the uterus in the intact 
animal to enter into a series of very large contrac- 
tions, but the latent period is longer than in the 
isolated guinea-pig uterus and the onset of the con- 
tractions less sudden. There is also a rise in the mean 
tone. After the radiation is stopped the tone of the 
uterine muscle and the size of the contractions do 
not approach the normal for a period of hours. 

12. Roentgen rays cause the tone of isolated 
rabbit’s intestine to rise steadily to an excessive 
degree. The effect resembles that produced on 
plain muscle by drugs such as lead or barium. 

13. In the intact animal (cats and rabbits) the 
roentgen rays produce an increase in the intestinal 
movements and a slight rise in tone. In the cat, the 
rise in tone may be marked. When the radiation is 
stopped, there is a gradual diminution in tone. 

14. Itis not yet possible to say whether the action 
of the roentgen rays is exerted directly upon plain 
muscle or upon the autonomic nerve endings in the 
muscle. Hartune, M.D. 


MISCELLANEOUS 


Keller, P.: On the Action of Ultraviolet Light on 
the Skin, with Particular Regard to Dosage 
(Ueber die Wirkung des ultravioletten Lichtes auf 
die Haut unter besonderer Beruecksichtigung der 
Dosierung). Strahlentherapie, 1923, xvi, 52. 


To estimate the value of the three most important 
methods of measuring the dosage of ultraviolet light 
—the Bering-Meyer iodine method, the Eder-Hecht 
method, and the Fuerstenau actinometer—the 
author attempted to determine how closely their 
measurements agreed with the strength of the 
biological reaction, measuring only that part oi the 
rays which produces erythema (according to Hauser 
and Vahle, wave lengths of about 300 micra). 
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PHYSICOCHEMICAL METHODS IN SURGERY 


While it is still an open question which part of the 
spectrum is most powerful in the production of 
biological reactions, it is generally recognized that 


the curative action of light runs closely parallel with . 


the degree of erythema (Rost). Accordingly the Fuer- 
stenau actinometer is unreliable as it includes too 
many rays under 300 micra, a fault which Wood’s 
filter and Axmann’s screen do not correct. The same 
fault is found in the Eder-Hecht method. 

The author modified the Bering-Meyer test by 
adding starch and sodium thiosulphate to the 
potassium iodide solution, thereby immediately 
binding the iodine which is split off, instead of 
titrating the iodine at the end of the radiation, as 
proposed by Bering and Meyer. 

Comparative biological measurements showed 
that the results of this measuring technique agreed 
sufficiently well with the phenomena on the skin, in 
contrast to the results obtained with the three other 
methods, which were sometimes extremely mislead- 
ing. As the course of the new reaction depends 
strictly on the size and surface of the vessel contain- 
ing the fluid, the concentration of the iodide of 
potassium solution, the acidity, and the amount 
and concentration of the added sodium thiosulphate, 
the measurements must always be made under 
similar conditions. The skin reaction and measure- 
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ment agree best when 1 c.cm. of N/400 sodium 
thiosulphate is added. The measurements are made 
at one-fifth the focal skin distance. 

With the filter differential method it was deter- 
mined that the reaction is caused chiefly by the 
short-wave ultraviolet rays. Hence, when violet- 
blue glass filters are used, the erythema dose lies 
above the Alpine sun unit. Attempts to shorten the 
reaction time by catalyzers were successful only for 
rays that passed through the glass. Since the quartz 
lamp is not a punctate source of light, the law of 
dispersion applies to it only at a distance of 20 cm. 
or more. 

With regard to the question as to whether the 
Bunsen-Roscoe reciprocity rule or the Schwarzschild 
law holds good for light from a quartz lamp, the 
author’s method of measuring demonstrates that 
the dose is the product of the intensity and duration 
of application of the light, and that a Schwarzschild 
exponent for the differences in intensity noted 
cannot be assumed. The rays producing erythema 
are not filtered out electively through 1 meter of air. 

The new technique described by Keller is an 
improvement on the original method because the 
sensitivity of the latter to rays producing erythema 
is decreased by the iodine which is split off during 
the application of the light. Diet (G) 
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Radiography of the — H. C. Norr. Med. J. 
Australia, 1924, ii, Supp., 532. 

Cranial radiography. R Knox. Brit. J. Radiology, 
1924, Xxix, 235. 

Osteomyelitis of the frontal bone; operation; recovery. 
Sir W. MILrican and F. Wrictey. J. Laryngol. & Otol., 
1924, XXXix, 

The styloid process of the temporal bone: its variations 
and their surgical significance. D. GuTHrre. Edinburgh 
M. J., 1924, n.s. xxxi, Tr. Med.-Chir. Soc. Edinburgh, 
182. 

A case of complete lateral sinus thrombosis in a school 
girl without any of the usual signs or symptoms. J. K. 
Love. Glasgow M. J., 1924, n.s. xx, 39. 

Congenital malformations of ge face. G. R. R. Hertz- 
BERG. Med. J. & Rec., 1924, cxx, 

Blood infection of the clndiieny gland. W. Mercer. 
Brit. M. J., 1924, ii, 51. 

Autoplastic closure of a large intermaxillary-hyoid defect 
by means of a double flap with two pedicles. P. SEBILEAU. 


Bull. et mém. Soc. nat. de chir., 1924, 1, 562. [361] 
Eye 
(Edema of the eyelids. S. J. Beacu. J. Am. M. Ass., 


1924, Ixxxiii, 17. 

Chancre of palpebral conjunctivitis. 
Am. M. Ass., 1924, Ixxxiii, 503. 

A lachrymal needle and punctum dilator combined. 
A. S. TENNER. J. Am. M. Ass., 1924, Ixxxiii, 41. 

The intranasal operation for disease of the lachrymal 
apparatus. W. J. Harrison. Brit. M. J., 1924, i, ou. 


W. P. Linc. J. 


61) 

The treatment of chronic dacryocystitis and lachrymal 
fistula; extirpation of the lachrymal sac. R. Loscos 
Mutet. Clin. y lab., 1924, iv, 34. 

Flattening or reduction of the inner canthus following 
extirpation of the lachrymal sac. T. S. BARRIE. Glasgow 

J., 1924, N.S. xx, 36. 

Some gross structural anomalies of the muscles of the 
= and its adnexa. W. C. Posey. Arch. Ophth., 1924, 
iii, 344. 

Loss of function of convergence. F. Poyates. Pediat. 
espafi., 1924, xiii, 174. 

The treatment of strabismus. ABREU FraHo. Brazil- 
med., 1924, i, 365. 

Some after-results of strabismus operations. C. W. 
Hawtey. Am. J. Ophth., 1924, 3 s. vii, 526. 

The influence of calcium chloride on the production of 
ocular fluid and on ocular pressure. G. F. Rocwat and 
J. S. Steyn. Brit. J. Ophth., 1924, viii, 257. (361) 

Reports on ophthalmic cases. M. GARDNER. Med. J. 
Australia, 1924, ii, 11. 
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stenosis. J. R. GorMAN. Virginia M. a 7, ji, 232. 
. Prolapse of the ventricle of the larynx. S. Wi1son. 

aryngoscope, 1924, xxxiv, 589. 

The treatment of diphtheria of the larynx. S. S. Wat- 
Kins. Kentucky M. J., 1924, xxii, 216. 

Angioma of the larynx. G. D. Wotr. Med. J. & Rec., 
1924, Cxx, Supp., xiv. 

Hemangioma of the larynx. R. Kramer and S. . AN- 
KAUER. Laryngoscope, 1924, XXxiv, 405. 370) 

Radical operation for extrinsic carcinoma of the lacy nx. 
V. P. Brarr. Ann. Otol., Rhinol. & Laryngol., 1924, aril 
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SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Observations in the diagnosis and treatment of brain 
injuries. W. SHARPE. Northwest Med., 1924, xxiii, 308. 

Hydatid brain cyst. J. W. SHUMAN. Med. J. & Rec., 
1924, CXX, 73- 

Symposium on inflammations of the brain and the 
meninges of otorhinological origin. J. P. Srwonps, J. 
GriNKER, H. T. Patrick, and others. Ann. Otol., Rhinol. 
& Laryngol., 1924, xxxiii, 543. [372] 

A case of retrobulbar optic neuritis treated surgically. 
CasapEsus. Arch. de med., cirug. y especial., 1924, xvi, 56. 

A case of internal hydrocephalus operated upon by 
Sharpe’s method. A. ECHEVERRI MARULANDA. Repert. 
de med. y cirug., 1924, xv, 398. 

Bilateral pontine thrombosis. T. K. Davis. Med. Clin. 
N. Am., 1924, viti, 385. 

A quantitative study of the human hypophysis cerebri 
or pituitary body. A. T. Rasmussen. Endocrinology, 
1924, Viii, 509. 

The action of extracts of the hypophysis and the func- 
tional condition of the kidney. S. Pr SuNeR. Clin. y lab., 
1924, iv, 5. 

of the pituitary gland with 
roidism: discussion of an illustrative case. C. M. Wi1- 
HELMJ. Endocrinology, 1924, viii, 532. 

A note on hypophyseal surgery: a new method of intra- 
cranial hypophysectomy. A. ANGELI. Ann. ital. di chir., 
1924, iii, 573. 

Craniotomy according to Frazier’s technique; hypo- 
physectomy; recovery. ARCE. Bol. y trab. Soc. de cirug. 
de Buenos Aires, 1924, viii, 113. 

Concerning papilloedema in tumors of the brain and its 
surgical treatment. C. A. Etsperc. Arch. Ophth., 1924, 
liii, 307. 

Tumors in the region of the sella turcica and their opera- 
tive treatment according to the new fronto-orbital method. 
L. Pussep. Ztschr. f. d. ges. Neurol. u. Psychiat., 1923, 
Ixxxvii, 388. [373] 

Aneurism of the basilar artery simulating opium poison- 
ing. S. SmirH. Brit. M. J., 1924, i, 994. [373] 

Spontaneous subarachnoid hemorrhage. C. P. SyMonps. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Neurol., 39. 

Generalized cisternal arachnoiditis simulating cerebellar 
tumor: its surgical treatment and end-results. G. HorRAx. 
Arch. Surg., 1924, ix, 95. 

Pachymeningitis cervicalis hypertrophica. A. M. War- 
kins. Med. J. Australia, 1924, ii, 88. 

Pneumococcic meningitis. A. ARMESTAR VALVERDE. 
An. Fac. de med., univ. de Lima, 1924, vi, 211. 

Report of a case of streptococcic meningitis treated _ 
injections of gentian violet. L. T. Royster. Am. J. D 
Child., 1924, xxviii, 34. 


Spinal Cord and Its Coverings 

A case of pachymeningitis spinalis with thrombotic 
softening. J. W. STEPHENSON. Med. Clin. N. Am., 1924, 
viii, 379. 

Three cases of spinal cord tumor. L. D. STEVENsoN. 
Med. Clin. N. Am., 1924, viii, 409. 

A case of central gliosis of the spinal cord? S. A. K. 
Witson and H. J. Macsrwe. Proc. Roy. Soc. Med., 
Lond., 1924, xvii, Sect. Neurol., 55. 

A case of chordotomy. A. Cavicuta. Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1924, viii, 15. 
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Surgery of the cord and of the spinal roots. DE MarTEL. 
Bull. et mém. Soc. nat. de chir., 1924, 1, 532. [374] 


Peripheral Nerves 


The importance of electrical reactions. L. D. BAILEy. 
Practitioner, 1924, cxiii, 52. 

The treatment of spastic paralysis. C. E. Dowman and 
M. Hoke. Arch. Surg., ix, 145. 

The Stoffel operation for spastic paralysis; with a report 
of thirty-seven cases. C. H. Heyman. Ohio State M. J., 
1924, XX, 351. (374) 

Intrameningeal division of the spinal accessory and roots 
of the upper cervical nerves for the treatment of spasmodic 

torticollis. K.G. McKenzie. Surg., Gynec. & Obst., 1924, 
XXxix, 5. 

Tabetic gastric crisis; immediate result of Foerster opera- 
tion; importance of perfect suture of the dura mater. 
Sof. Bol. y trab. Soc. de cirug. de Buenos Aires, 1924, 
viii, 81. 

Case of multiple neuritis with the Korsakoff syndrome 
following hyperemesis gravidarum. C. A. CLINE. Med. 
Clin. N.-Am., 1924, viii, 416. 

The surgical treatment of solitary tumors of the periph- 
eral nerves. W. O. Ott. Texas State J. M., 1924, xx, 
Phrenicotomy in the treatment of pulmonary tubercu- 
losis. E. Curti. Policlin., Rome, 1924, xxxi, sez. prat., 
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Sympathetic Nerves 


Pathologic physiology of the involuntary nervous sys- 
tem: some general and some special considerations. W. F. 
SCHALLER. J. Am. M. Ass., 1924, Ixxxiii, 163. 

The sympathetic system and endocrinology. F. OLIVER 
Rusio. Clin. y lab., 1924, iv, 21. 

The status of surgery of the periarterial sympathetics. 
R. nen Arch. de med., cirug. y especial., 1924, xvi, 
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+The operative treatment of angina pectoris. M. Kappis. 


Med. Klin., 1923, xix, 1658. [374] 
Sympathectomy for angina pectoris. M. R. Rem and 
A. FRIEDLANDER. J. Am. M. Ass., 1924, lxxxiii, 113. 


Sensory disturbances following sympathectomy for an- 
gina pectoris. M. R. Rem and G. Eckstein. J. Am. M. 
Ass., 1924, Ixxxiii, 114. 

The operative treatment of a disturbances by 
periarterial sympathectomy. P. DREVERMANN. Muenchen. 


med. Wchnschr., 1923, lxx, 1358. [375] 
Investigations on wound healing and transplantation 
after sympathectomy. G. PLACINTIANU. . £. klin. 


Chir., 1924, cxxviii, 248. 


Miscellaneous 


Pathogenesis of death from burning, with particular refer- 
ence to the study of the nervous system. R. BRANCATI. 
Policlin., Rome, 1924, xxxi, sez. chir., 233. 

Blastomycotic infection of the nervous system. J. G. 
GREENFIELD. Med. Sc., Abst. & Rev., 1924, x, 267. 

Discussion on vertigo. Sir H. ROLLESTON, G. Homes, 
S. Scort, and others. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Med., Neurol., Ophth., and Otol., i [375] 

Lumbar puncture technique. H. E. Irish. Illinois M. 
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Chest Wall and Breast 


The value of the plastic cutaneous operation of Quénu 
and Robineau in defects of the thoracic wall. P. L. Mrrizzi 
and Lanpivar. Bol. y. trab. Soc. de cirug. de Buenos 
Aires, 1924, viii, 219. 

Lesions of the breast associated with a discharging nipple. 
E. M. Mirter. Surg. Clin. N. Am., 1924, iv, 757. 

Hemangio-endothelioma of the breast. P. NIGRISOLI. 
Ann. ital. di chir., 1924, iii, 429. 

A clinical and pathological study of simple and malignant 
tumors of the breast, with reference to the presence of 
mastitis and ap J. C. MacDona.p. 
Glasgow M. J., 1924, n.s. 

Evolution of cancer of the a during gestation. H. 
VicNnES. J. Cancer, 1924, iii, 149. 

Scirrhous carcinoma of the breast. A. Lamas. An. Fac. 
de med., univ. de Montevideo, 1924, ix, 439. 

Mixed tumor of the breast. L. Durante. Arch. ital. di 
chir., 1924, ix, 526. 


Trachea, Lungs, and Pleura 


Tracheal fistula and subglottic stenosis following intuba- 
tion. M. ViNas. Bol. y trab. Soc. di cirug. de Buenos 
Aires, 1924, viii, 165. 

tad hernia. F.Satra. Arch. ital. di chir., 1924, 


the bronchoscopic clinic of R. P. Matu- 
ERS. Edinburgh M. J., 1924, n.s. xxxi, 3 

The diagnosis of a foreign body in the rr E. W. 
SCHOENHEIT. Med. J. & Rec., 1924, cxx, Supp., xv. 

Indications for bronchoscopy. C. Jackson. Ann. Surg., 
1924, Ixxx, 136. [3 

A tooth-plate removed from the right bronchus in in- 
ferior bronchoscopy. E. B. Waccetr and E. L. Fyrre. 
Brit. M. J., 1924, ii, 145. 

Intratracheal instillations in the treatment of fetid 
bronchitis and pulmonary tuberculosis. E. FRONTICELLI. 
Policlin., Rome, 1924, xxxi, sez. prat., 771. 

The surgery of J. ALEXANDER. 

Sc., 1924, € 

The practical value a artificial pneumothorax. G. 
Breccia. Riforma med., 1924, xl, 656. 

The measurement of the intrapleural pressure in arti- 
ficial pneumothorax. L. Bartiet. J. de med. de Bordeaux, 
1924, Ci, 381. [377] 

Intracardiac injection of adrenalin in a case of shock 
from artificial pneumothorax. A. Cervint. Policlin., 
Rome, 1924, xxxi, sez. prat., 841. 

Ligation of the pulmonary artery of one Aye with and 
without resection of the phrenic nerve. K. SCHLAEPFER. 
Arch. Surg., 1924, ix, 25. [377] 

Some surgical considerations of extrapleural thoraco- 
plasty. A. A. Law. J.-Lancet, 1924, xliv, 365. 

Extrapleural thoracoplasty in pulmonary tuberculosis. 
R. Marmasse. Bull. et mém. Soc. nat. de chir., 1924, 1, 
682. 

Non-tuberculous pulmonary diseases. B. H. HopKIns. 
Canadian M. Ass. J., 1924, xiv, 603. 


The value of roentgen exploration in the diagnosis of 
pulmonary affections in infancy. MaTEo MILano. Pediat. 
espafi., 1924, Bw 159. 

The use of lipiodol in the diagnosis of bronchiectasis. 
P. F, ARMAND-DELILLE and A. Moncrierr. Brit. M. J., 
1924, ll, 7. 
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SURGERY OF THE CHEST 


Syphilis of the lung. F. W. Brakeman. Canadian M, 
Ass. J., 1924, xiv, 606. 

Fibrosis of the lungs due to the inhalation of asbestos 
dust. W. E. Cooke. Brit. M. J., 1924, ii, 147. 

A case of primary actinomycosis of the lung with actin- 
ie a septic pyemia. G. MANN. Riforma med., 1924, 


streptococcicosis. F. S. Bissett. 
Radiology, 1924, iii, 20. 

Spirochetosis bronchialis (Castellani): case report. \. E. 
GREER. South. M. J., 1924, xvii, 469. 

The differentiation and treatment of lung abscess by 
— pulmonary puncture and the injection of 
bismuth. R. G. Fercuson. Canadian M. Ass. J., 1924, 
xiv, 597. 

Convalescent treatment of lung abscess. H. Kiapper. 
Med. J. & Rec., 1924, cxx, Supp., xii. 

Malignant disease in the upper air passages. L. J. Cur- 
TIN. J. Cancer, 1924, iii, 142. 

A case of wide-spread pleurisy with pericarditis in the 
course of therapeutic pneumothorax. C. Verpina. Poli- 
clin., Rome, 1924, xxxi, sez. prat., 675. 

The use of vaccine in the treatment of purulent pleurisy. 
— Marmasse. Bull. et mém. Soc. nat. de chir., 1924, |, 
781. 

Chronic empyema. R. B. Betrman. Surg. Clin. N. Am., 
1924, iv, 821. 

The resection of the twelfth rib as an operation for total 
empyema. C. NATHER and A. OcHSNER. Surg., Gynec. & 
Obst., 1924, Xxxix, 94. 

Intrapleural surgery in one stage. P. Duvav. Bull. et 
mém. Soc. nat. de chir., 1924, 1, 630. 


Heart and Pericardium 


A bullet in the right side of heart with an unusual point 
of entrance. W. M. SHaw, L. W. Cunnincuam, and B. 
Manuorr. J. Am. M. Ass... 1924, Ixxxiii, 194. 

Stab wound of the heart; suture; recovery. J. T. 
BLAckBuRN. Brit. M. J., 1924, ii, 13. 

Stab wound of the right ventricle; suture followed by 
recovery. C. Maturev. Bull. et mém. Soc. nat. de chir., 
1924, 1, 609. 

Stab wound of the right ventricle; attempt at suture; 
death. C. Martutev. Bull. et mém. Soc. nat. de chir., 
1924, l, 609. 

Brauer’s operation for pericardial symphysis. ScreMINI 
and Montes Pareja. Rev. méd. d. Uruguay, 1924, xxii, 
145. 


Csophagus and Mediastinum 


A case of spasm of the cesophagus. CeLesta. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1924, viii, 19. 
Idio; dilatation of the cesophagus. L. H. Sion. 
oo lin. N. Am., 1924, iv, 773. 
etastasis from symptomless cancer of the cesophagus. 
G. B. New and P. P. Vinson. Med. J. & Rec., 1924, Cxx, 


Sup 
vascular supply the a contribution to 
the surgery of the oy agus. Deme-. Arch. f. klin. 
Chir., 1924, cxxviii, 453. 

The thymus of the newborn and its significance to the 
obstetrician. R. PETERSON and N. F. Mitter. J. Am. M. 
Ass., 1924, lxxxiii, 234. 

The thymus gland in infancy and childhood. 4. J. 
Warinc. J. Med. Ass. Georgia, 1924, xiii, 295. 
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Miscellaneous 


Some points on the innervation of the chest. A. T. 
RasMUSSEN. Minnesota Med., 1924, vii, 476. 

The gross pathology of the chest. W. W. Wasson. 
Radiology, 1924, iii, 49. 

Application of the bronchoscope in the diagnosis and 
treatment of certain affections of the chest. G. E. MarTIN. 
Edinburgh M. J., 1924, n.s.xxxi, Tr. Med.-Chir. Soc. 
Edinburgh, 129. [378] 

The technique of X-ray examination of the chest. V. 
McDowatt. Med. J. Australia, 1924, ii, Supp., 529. 


Abdominal Wall and Peritoneum 


Rupture of the rectus abdominis produced by vomiting. 
J. WHITTINGDALE. Lancet, 1924, ccvii, 65. 

The repair of large abdominal hernize by muscle trans- 
plantation. K. Mackenzie. Brit. J. Surg., 1924, “a9 
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Radical treatment of umbilical hernia. L. pe GAETANO. 
Rassegna internaz. di clin. y terap., 1924, v, 293. 

Strangulated hernia in an infant of three weeks. F. A. 
H. Smmonps. Brit. M. J., 1924, ii, 52. 

The etiology of the — hernial sac. J. P. Buck Ley. 
Brit. J. Surg., 1924, xii, 60. 

Inguinal hernia. D.T. TAYLOE, Jr. Virginia M. Month., 
1924, li, 208. 

The choice of operation for inguinal hernia. E. ANDREWS. 
Med. J. & Rec., 1924, CXx, 57. 

A_hockey-stick incision for inguinal herniorrhaphy. 
F, W. Rankin. Surg., Gynec. & Obst., 1924, xxxix, 92. 

Gas distention of the peritoneum following a wound of 
the abdomen. Proust. Bull. et mém. Soc. nat. de chir., 
1924, 1, 

The regression of peritoneal tuberculosis following 
laparotomy: histological and bacteriological investigations. 
A. p’Arrico. Ann. ital. di chir., 1924, iii, 248. |379] 

Mesenteric cysts: with a report of two cases. T. T. 
Hiccrys and E. I. Luoyp. Brit. J. Surg., 1924, xii, 95. |380) 

A clinical contribution on intra- abdominal torsion of the 
omentum. M. BuFALint. Policlin., Rome, 1924, xxxi, sez. 
chir., 289. 

A case of torsion of the omentum simulating appendix 
abscess. M. W. Butman. Lancet, 1924, ccvii, 116. 


Gastro-Intestinal Tract 


Deformities of the alimentary tract. F. A. Haptey. 
Med. J. Australia, 1924, ii, 51. 

The cesophagus, the stomach, and the duodenum and 
their lesions. E. Campopé6nico. An. Fac. de med., univ. 
de Lima, 1924, vi, 180. 

Pseudoleukemia gastro-intestinalis: report of case. A. D. 
Biccs and A. R. Ettiotr. J. Am. M. Ass., 1924, Ixxxiii, 
178. 
Roentgenological diagnosis in diseases of the alimentary 
tract. N. J. Nessa. J. Radiol., 1924, v, 232. 

Roentgen-ray studies of stomach function. J. L. 
Rocatz. Am. J. Dis. Child., 1924, xxviii, 53, 69. 

Gastroptosis and its orthopedic treatment. M. J. Luque. 
Repert. de med. y cirug., 1924, xv, 387. 

Acute gastric dilatation secondary to nephropexy. F. 
Stoccapa. Arch. ital. di chir., 1924, ix, 550. 

Stenosis of the pylorus by biliary lithiasis. T. pe Mar- 
TEL. Bull. et mém. Soc. nat. de chir., 1924, 1, 686. 
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Congenital pyloric stenosis. R. M. Downes. Med. J. 
Australia, 1924, ii, Supp., 467. 
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Syphilis of the stomach simulating ulcer. N. L. BEEBE. 
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Some fundamental preconceptions of gastric surgery. 
M. Sermt. Arch. ital. di chir., 1924, ix, 519. 

Investigations on gastric and pancreatic function after 
extensive resection of the stomach. G. Stern and E. FRIep. 
Wien. klin. Wchnschr., 1923, xxxvi, 775. [383] 

The effect of drugs on the circular and longitudinal 
musculature in one and the same specimen of the excised 
small intestine of the rabbit. H. Inoue. Acta schol med. 
univ. imp., Kioto, 1923, v, 339. 
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S. Lussana. Arch. ital. di‘ chir., 1924, ix, 562. 
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